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temperanent.  However,  these  relations  became  almost  com- 
pletely attenuated  after  an  analysis  of  covariance  adjusted 
for  level  of  material  resources.  One  further  finding  was 
that  preterm  mothers,  as  compared  to  a matched  full-term 
group,  reported  significantly  higher  levels  of  psychological 
disturbance  and  love-partner  discord. 

It  may  be  concluded  that  poverty-related  stresses, 
often  covarying  with  prematurity,  exert  profound  influences 
upon  the  development  of  both  preterm  and  full-term  mother- 
infant  relations.  Future  investigational  and  interventional 
strategies  must  more  adequately  address  this 


CHAPTER  1 


INTRODUCTION 

The  event  of  a complicated,  premature  delivery  evokes  a 
range  of  concerns  and  fears  from  both  professional  and  parent. 
The  phenomena  of  prematurity  and  low  birth  weight  have  been 
related  to  a host  of  adverse  sequelae  including  mental  retard- 
ation, epilepsy,  learning  disabilities,  psychiatric  disturban- 
ces, minimal  brain  dysfunction,  and  child  abuse  and  neglect 
(Caputo  k Handell,  1970;  Fomufod,  1970),  Data  upon  which 
these  associations  have  been  based  nave  not  as  yet  permitted 
clarification  of  the  underlying  causal  and  contributory  mech- 
anisms. Several  authors  have  either  explicitly  or  implicitly 
hypothesised  that  it  Is  the  perinatal  trauma  accompanying  pre- 
maturity that  is  orimari 1 y responsible  for  developmental 
adaptational  failures.  The  smaller,  younger  and  sicker  the 
Infant,  the  more  at  risk  he  is  for  serious  developmental  dis- 
orders (Lubchenko  et  al.,  1903;  Caputo  et  al.,  1974;  Wiener 
et  al.,  1960).  Such  investigators  posit  some  irreversible  CNS 
damage  that  incapacitates  the  child  in  his  efforts  to  learn 
and  to  adjust  to  the  changing  environment. 

Still  other  students  of  the  problem  have  presented  evi- 
dence supporting  the  position  that  many  of  the  sequelae  of 
prematurity  are  more  remotely  related  to  birth  status  than 
generally  assumed  and  are  actually  more  directly  a function 


of  socfal  and  envfronniantal  factors  wfiUh  happen  to  corre- 
late with  prematurity  (Millerman  et  a1.,  1970;  Ulener  et  a1., 
196S;  Sameroff  S Chandler,  1975).  Not  disregarding  the 
inherent  biologic  risks  the  preterm  infant  must  assume, 
these  authors  maintain  that  premature  infants,  with  their 
varying  degrees  of  physiologic  intactness,  make  transactions 
within  diverse  matrixes  of  environments  across  development, 
and  it  is  these  organism-environmental  transactions  that  will 
largely  determine  outcome.  A further  assumption  made  with 
regard  to  the  great  majority  of  prematures  is  that  tne  qual- 
ity of  the  caregiving  environment  on  both  the  microlevel  of 
the  family  and  the  macrolevel  of  society  can  serve  either  to 
attenuate  or  to  amplify  the  effects  of  any  physiologic  dam- 
age. transient  or  enduring. 

Historically,  prematurity  has  been  considered  as  one 
of  a variety  of  perinatal  events  that  could  result  in  a 
"continuum  of  reproductive  wastage"  ranging  from  lethal  to 
sublethal  manifestations  [Lillienfeld  5 Parkhurst,  1951). 

Lethal  consequences  first  included  stillbirths,  abortions 
and  neonatal  deaths  while  sublethal  components  included 
cerebral  palsy,  epilepsy,  mental  deficiency  and  ocher  possi- 
ble disorders.  Retrospective  and  prospective  research 
conducted  by  Lillienfeld,  Pasamanick  & Knobloch  over  two 
decades  served  to  extend  this  concept  to  include  a broader 
and  more  elaborated  range  of  sublethal  conditions  (Knobloch 
& Pasamanick,  1962),  The  original  phrase  became  modified 
to  its  popularized  version  of  "continuum  of  reproductive  risk," 
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high  incidence  rates  of  premature  birth  among  victims  of 
cerebral  palsy,  epilepsy  and  mental  deficiency  (Li11lenfe1d 
i Pasatr.anick,  1 954  , 1955;  Pasamanick  I LI11lenfe1d,  1955). 

These  investigations  cast  a far  gloomier  prognosis  than  was 
actually  Justifiable,  however,  since  they  were  vulnerable  to 
a number  of  methodological  criticisms  of  retrospective 
research  (including  absence  of  adequate  comparison  groups, 
absence  of  accurate  incidence  rates  of  the  disorder  in  the 
general  population  and  lack  of  knowledge  concerning  peri- 
natal trauma  and  other  possible  covariants  of  prematurity). 

Prospective  studies  of  the  intellectual  development  of 
prematures  have  revealed  a significantly  different  picture 
in  which  small  but  consistent  deficits  in  IQ  have  often 
been  found  among  prematurely  born  children.  Wiener  (1952) 
reviewed  18  studies  of  prematurity,  all  but  one  reporting 
IQ  deficits  (mostly  small).  Douglas  (1960)  showed  prematures 
to  do  less  well  at  8 and  11  years  of  age  in  school  achieve- 
ment and  in  performance  on  the  British  11+  secondary  school 
selection  exam.  Drillien  (1964)  found  birthweight  among  pre- 
matures to  be  inversely  related  to  !Q  at  4 years.  As  a follow- 
up to  earlier  studies  of  LiHienfeld,  knobloch  and  Pasamanick, 
Wiener  et  a1.  (1955)  and  Weiner  et  a1.  (1968)  reported  IQ 
differences  averaging  five  to  six  points  between  prematures 
and  controls  at  6 to  10  years  of  age. 

In  a large-scale  investigation,  Braine  et  al.  (1966) 
tested  346  Black  preterm  (PT)  Infants  and  50  full-term  (FT) 
controls  with  the  Cattell  Developmental  assessment  scale  and 


also  found  an  Inverse  relationship  between  birthweight  and 
test  scores.  Corroborating  these  findings,  the  results  of 
Rubin  et  a1  . (1973)  have  indicated  that  birthweight.  rather 
than  gestational  age,  is  the  major  correlate  of  psychological 
and  educational  impairment.  These  investigators  concluded 
that  low-b1 rth-weight  and  smal 1 -for-ges tati onal -age*  infants 
were  at  increased  risk  for  school  problems  and  for  difficul- 
ties in  mental  and  language  development. 

hot  all  findings  have  been  in  support  of  even  small 
intellectual  deficits  among  the  premature.  Robinson  t Rob- 
inson (1965)  reported  no  differences  in  IQ  development 
between  low-birth-weight  and  full-term  infants  when  correc- 
tions were  made  for  social  class.  MacDonald  (1965,  1960) 
studied  infants  of  birthweights  less  than  four  pounds.  After 
excluding  children  with  blindness,  cerebral  palsy,  deafness 
and  IQ's  less  than  50,  the  IQ's  of  the  remaining  children 
were  equivalent  to  those  children  with  normal  birth  records. 
Douglas  & Gear  (1976),  in  their  long-term  follow-up  of  the 
1946  British  National  Cohort  Study,  report  very  few  signifi- 
cant differences  between  low-bi rth -wei ght  and  norma  1 -b1 rth- 
weight  individuals  with  regard  to  frequency  of  handicaps, 
teacher  assessments  and  types  of  schools  entered.  Host 
recently,  in  a carefully  designed  study,  Tilford  (1976) 
tested  groups  of  premature  and  full-term  infants  at  eleven 
months  and  found  the  prematures  and  fu11  terms  to  perform 
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gr29is  Nho  were  born  from  196b  to  1970,  they  reported  a 
dramatic  decrease  in  abnormal  outcome  (from  ZOt  to  3.3S]  for 
Infants  born  during  the  two-year  period,  1969-1970,  compared 
with  those  in  the  period,  196S-1966.  Teberg  attributed  this 
pronounced  shift  to  notable  improvements  in  perinatal  care 
(e.g,  increased  attention  to  ambient  temperature  In  the  nur- 
sery, routine  monitoring  of  blood  glucose  levels  and  photo- 
therapy for  hyperbilirubinemia). 

No  matter  what  the  source  of  discrepancy  from  study  to 
study,  one  may  reasonably  conclude  that  prematurity  and  low 
birth  weight,  alone,  do  not  account  for  a great  deal  of  the 
variability  with  regard  to  10  or  DQ  scale  performance.  What 
i s truly  remarkable  is  the  magnitude  of  overlap  in  the  iQ 
distributions  of  premature  and  fu11-term  children  which  is 
replicated  in  the  many  available  studies. 

Early  Mother-Child  Relations 

Examining  early  mother-child  relations  among  families 
of  prematures  Is  an  interesting  endeavor  for  several  reas- 
ons. Firstly,  mother- i nfant  interaction  has  been  related 
to  both  early  and  later  competencies  of  the  child  (Yarrow 
et  al.  1973;  Elardo  et  al.  1976  4 1977;  Yarrow  et  al.  1975), 
and  the  study  of  it  may  serve  to  elucidate  processes  under- 
lying the  putative  associations  between  prematurity  and 
deve 1 opment. 

Secondly,  a new  literature  has  recently  appeared  which 
proposes  that  the  first  days  after  birth  are  especially  crit- 
ical for  emotionally  bonding  a mother  to  her  baby  (Klaus  4 


Kennell,  1976).  Since  inany  premature  infants  are  separated 


from  their  parents  for  as  much  as  the  first  three  months  of 
life,  this  theory  sugsests  that  such  early  separations  create 
difficulties  in  formation  of  attachments  between  infant  and 
mother.  These  difficulties  may,  in  turn,  promote  problems 
in  various  areas  of  the  child's  deveiopment. 

Related  to  this  last  issue  is  yet  another  reason  for 
examining  the  preterm  mother-infant  relation  in  detail.  It 
has  been  reported  that  the  incidence  of  child  abuse  is  sig- 
nificantly higher  among  children  born  prematurely  than  among 
the  general  population  (Klein  i Stern,  1971;  Fomufod,  1976). 
Proponents  of  the  early  bonding  period  theory  hypothesize 
that  prolonged  early  separation  predisposes,  preterm  infants 
to  an  increased  likelihood  of  abuse  (Klaus  S KenneU,  1976). 
Others  believe  Chat  early  perinatal  brain  damage  or  immatur- 
ity contribute  to  difficult  temperamental  characteristics 
among  premature  children  which  may  sometimes  drive  a mother 
to  the  extreme  of  abuse  (Friedrich  6 Boruskin,  1976;  Frodi 
et  a1,,  197S].  Study  of  early  mother-child  relations  may 
enable  us  to  discern  the  particular  mechanisms  mediating 
this  association. 

The  actual  literature  on  preterm  mother-child  relations 
is  sparse  indeed.  Beckwith  et  a1.  (1976)  found  with  a preterm 
group  of  6-month-o1ds  that  maternal  sensitivity  to  infant 
signals  and  mutually  contingent  responsiveness  were  related 
significantly  to  Griffiths  and  Bayley  mental  scores  and 
the  attainment  of  object  performance.  Cohen  i Beckwith 
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neurophysfologfc  anS  behavioral  intactress  of  the  Infant  as 
determined  by  medical  diagnostic  classification  and  neonatal 
behavioral  assessment. 

Lastly,  Lelderman  (1978),  In  a series  of  followup 
studies,  attempted  to  address  the  question  of  whether  early 
mother-infant  contact  Influences  subsequent  maternal  and 
child  behavior.  His  design  Included  an  early-contact  group 
of  prematures  whose  mothers  began  caretahing  within  days 
after  delivery,  a no-contact  group  of  prematures  who  were 
typically  separated  two  to  three  months  from  their  mothers, 
and  a third  comparison  group  of  normal  full-term  Infants  who 
were  discharged  from  the  hospital  shortly  after  birth.  He 
studied  these  children  periodically  over  a number  of  years. 

The  earliest  differences  that  surfaced  between  groups  were 
displayed  In  maternal  attitudes  of  both  decreased  commitment 
and  lower  self-confidence  among  the  separated  group.  How- 
ever, these  differences  disappeared  by  one  month  post- 
discharge, The  separated  group  also  exhibited  less  ventral- 
ventral  contact  with  their  mothers  in  the  first  months  after 
discharge,  but  this  also  was  completely  attenuated  after 
a year.  In  fact,  by  one  year  post-discharge,  neither  prema- 
turity nor  early  contact  was  related  to  mother-infant  Inter- 
action. What  did  become  important  at  this  time  for  predicting 
style  of  Interaction  were  social  class,  play  behavior  of 
infantj  and  gender. 

The  studies  here  reviewed  answer  few  pertinent  questions. 
The  last  investigations  mentioned  provide  some  challenge  to 


the  notlsr  of  the  importance  of  an  early  bonding  period. 
Field's  research  (1977)  implies  that  biologic  intactness 
influences  the  mother>1nfant  relation,  but  she  has  focused, 
perhaps  too  narrowly,  upon  the  mother-infant  dyad,  leaving 
one  to  wonder  about  what  differences  in  broader  social  char- 
acteristics might  exist  between  preterm  and  full-term  groups 
Wortis  et  a1 . (1963),  on  the  other  hand,  confounded  social 
class  and  prema turi ty , so  we  are  again  unable  to  deduce 
which  is  responsible  for  quality  of  mother-child  relations. 
Future  research  should  be  sensitized  to  these  problems  and 
attempt  to  sort  out  relative  contributions  of  independent 
influences. 

Prematurity,  Its  Sequelae  and  their  Relations  to  the  Social 

nTTT?u 

Prematurity,  although  often  so  treated,  is  not  a phenom 
enon  occurring  in  a vacuum.  Neither  solely  medical  nor 
physiological  in  nature,  it  is  an  event  that  has  been  shown 
to  be  related  Co  a number  of  socioenvironmental  factors.  An 
inverse  relation  between  prematurity,  and  social  class  and 
ethnicity  has  been  well  documented  (Niswander  S Gordon.  1972 
Knobloch  i Pasamanick,  1962;  Abramowicz  i kass,  19G6).  Pre- 
maturity occurs  with  substantially  greater  frequency  among 
the  lower  classes,  the  Black,  and  women  under  20  or  over  35. 
Mental  illness  among  expectant  mothers,  inadequate  maternal 
nutrition  and  weight  gain,  relatively  low  levels  of  educa- 
tional achievement,  illegitimacy,  little  or  no  prenatal  care 
end  excessive  drug  use  and  cigarette  smoking  have  all  been 
tied  to  an  increased  likelihood  of  prematurity  (Zax  et  al.. 
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1977;  National  Acadamy  of  Science,  1973).  Pernaos  then, 
the  increased  risk  sometimes  associated  Mith  prematurity  is 
largely  a function  of  antecedent  and  contemporaneous 
disordering  socioenvi ronnental  influences.  Let  us  re-examine 
tne  above-mentioned  literature  incorporating  the  broader  per- 
spective of  the  social  milieu. 

Drillien  (1964),  as  mentioned  above,  reported  birthweight 
to  be  inversely  related  to  favorableness  of  outcome  at  4 
years  of  age.  Houever,  she  also  reported  social  class  influ- 
ences were  greater  than  those  of  birthweight  in  predicting 
outcome.  Consequently,  Che  data  she  presented  suggest  an 
interaction  between  prematurity  and  adverse  social  conditions, 
such  that  premature  children  of  lower-class,  envi ronments  are 
most  likely  to  be  in  the  abnormal  group.  In  a subsequent 
investigation,  Drillien  (1972)  found  that  the  abnormal 
sequelae  accompanying  sma 1 1 -for-gestati onal -age  Infants  were 
manifest  at  10  to  12  years  in  children  from  average  or  poor 
working-class  homes  but  not  in  those  from  more  upper-class 
environments.  Braine  et  al.  (1966)  in  their  study  of  black, 
economically  disadvantaged  prematures,  reported  that  impover- 
ishment and  disorganiaation  of  social  environment  made  an 
important  contribution  with  regard  to  their  most  Impaired 
group  of  children. 

In  an  important  study.  Werner  et  al.  (1967)  assessed 
the  relative  contribution  of  soci oenvi ronmental  variables 
and  perinatal  complications  upon  variations  in  physical  and 
intellectual  development  of  2-year-olds.  Using  SES,  family 


stability  and  mother's  education  as  Indices  of  the  quality 
of  social  environment,  these  investigators  found  that  sever- 
ity of  perinatal  complications  played  a very  dramatic  role 
in  predicting  2-year  Catte11  PQ  scores,  but  only  for  those 
children  of  Iom  social  class  and  those  children  of  1om  and 
moderate  levels  of  family  stability  and  maternal  education. 
Mean  Cattell  scores  reported  for  children  with  (1)  no  com- 
plications (2)  mild  complications  {3]  moderate  complications 
and  (4)  severe  complications  were  for  the  high-SES  group: 

102,  100,  104,  9S,  respectively:  but  for  the  lowest  SES  group, 
scores  reported  were:  98.  96,  93,  61,  respectively.  Thus 
in  the  high-SES  group  there  was  a drop  of  seven  IQ  points 
from  no  complications  to  severe  complications,  whereas  for 
the  loW'SES  group  there  was  a decrease  of  37  points.  Fur- 
thermore the  mean  for  the  high-SES  group  with  severe  com- 
plications was  not  significantly  different  than  the  mean  for 
the  low-SES  group  with  no  complications.  Adverse  social 
environments  therefore  dearly  seem,  at  least,  to  magnify 
the  effects  of  any  oerinatally  caused  trauma,  With  specific 
reference  to  1 ow-bi rth-we i ght  infants.  Words  and  Freedman 
(196S)  also  concluded  from  their  own  findings  that  premature 
babies  are  particularly  vulnerable  to  the  effects  of  dis- 
ruptive social  factors. 

Very  recently,  Negligan  et  al.  (!976],  in  a study  of 
preterm  and  sma 1 1 -for-date  infants,  demonstrated  that  socio- 
envi ronraental  influences  and  prematurity  acted  in  consort  to 
affect  IQ  at  6 years  of  age.  They  also  concluded  that  such 


faiTiily  factors  as  how  much  the  child  is  read  to,  degree  of 
parental  rejection,  quality  of  child  care,  occupational 
class  of  family  and  mother's  expectations  for  child  were 
much  more  powerful  in  predicting  later  development  than  such 
biological  variables  as  gestational  age,  birthweight  or 
degree  of  perinatal  complications. 

Along  other  lines  of  research,  Record  et  a1.  (1969) 
conducted  a sibling  study  of  normal  children  in  which  they 
found  chat  li)  scores  increased  with  increasing  birthweight 
and  that  children  born  early  tended  to  manifest  lower  scores. 
StiH  they  reported  that  the  largest  part  of  IQ  variation 
was  accounted  for  by  factors  other  than  birth  differences 
between  siblings.  In  a subsequent  publication,  McKeown  & 
Record  (1971)  reported  that  differences  in  test  scores  asso- 
ciated with  duration  of  gestation  and/or  birthweight  were 
indeed  very  small  when  comparisons  were  made  between  siblings 
or  twins.  Since  between-fami 1y  differences  were  far  more 
pronounced  than  withi n-fami 1y  differences,  their  research 
suggests  that  postnatal  environmental  factors  are  more  impor- 
tant in  accounting  for  IQ  variation. 

Using  a discriminant  analysis  procedure.  Smith  et  a1. 
(1972)  were  successfully  able  to  classify  correctly  82S  of 
normal  and  abnormal  outcomes  at  7 years  of  age  for  preterms 
using  only  11  variables  measured  during  the  first  year  of 
life.  Three  of  the  four  most  powerful  variables  for  pre- 
diction were  mother's  ege,  educational  level,  and  IQ,  all 
factors  closely  tied  to  the  quality  of  the  social  environ- 
ment of  chi Idren. 
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A burgeoning  literature  concerned  with  social  stress 
and  its  consequences  on  mental  and  physical  health  may 
facilitate  such  refinement  but  largely  has  yet  to  be  applied 
to  issues  related  to  child  development.  It  would  appear 
that  this  may  be  one  of  the  more  profitable  avenues  of 
research  for  developmentalists  in  general.  Already  cultur- 
ally and  ecologically  molded  stressful  conditions  of  life 
have  been  implicated  as  major  causal  factors  contributing 
to  parental  practices  and  child  development  in  sit  very 
diverse  cultural  settings  (Hinturn  A Lambert,  lg64).  Specif- 
ically, it  has  been  found  that  the  situational  constraints 
in  a mother's  immediate  life  space  play  a very  important 
role  as  determinants  of  their  responses  to  their  children. 

Stressful  life  experiences  have  been  related  to  a 
variety  of  disorders,  both  physical  and  Psychological  in 
nature  ( Mol  1 i ngshead  & Redlich,  1968;  8rown  & Birley,  1968; 
Dohrenwend  & Dohrenwend,  1974;  Hamburg  et  al..  1974}. 

Payhel  (1974)  and  Brown  et  al.  (1975)  both  provide  evidence, 
for  example,  that  acute  episodes  of  schizophrenia,  depression, 
suicide  attempts  and  neuroses  are  associated  with  the  occur- 
rence of  pneceding  stressful  life  events.  Paykel  (1974) 
found  that  depressed  patients  reported  three  times  as  many 
stressful  events  as  normal  controls  in  their  recent  exper- 
ience. Additionally  he  found  among  a group  of  individuals 
with  various  mixed  neurotic  symptoms  that  there  was  a lin- 
ear relation  between  the  severity  of  symptoms  and  the  amount 
of  stress  in  their  lives.  Stressful  experiences  for  these 
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authors  typically  included  any  events  that  require  the 
employment  of  subsequent  coping  and  adaptational  mechanisins 
(e.g.  loss  of  a job>  divorce,  moving,  marital  conflict 
or  death  of  a ioved  one). 

Social  stress,  in  our  society,  has  not  proven  to  be 
uniformly  distributed  among  the  social  classes.  Caplovitz 
(1963)  and  Hollingshead  S Redlich  (1958)  concluded  from 
various  research  findings  Chat  individuals  in  1 ower* cl  asses 
must  generally  tolerate  more  unfavorable  life  situations  and 
that  these  people  suffer  more  social  losses  than  higher  . < 
class  individuals  (e.g.  loss  of  Job,  death  of  a loved  one 
or  unstable  housing  situations).  Hyers  et  al,  (1974)  reported 
in  their  study  that  tuice  as  many  people  in,  the  lowest 
social  class,  as  compared  to  other  classes,  scored  highly 
on  a test  of  psychiatric  symptomatology.  Furthermore,  both 
they  and  Harkush  & Favero  (1974)  found  strong  linear  rela- 
tions between  number  of  stressful  life  events  and  severity 
of  symptomatology.  (For  further  documentation,  see 
Dohrenwend  S Oohrenwend,  1969;  Srole,  1962.)  In  an  interest- 
ing review  of  several  epidemiological  studies  of  stress- 
related  mental  disorders,  Kramer  (1957)  has  emphasized  that 
persistence  of  disorder  is  also  a function  of  social  class, 
the  lower-class  individual  exhibiting  more  chronic  symptoms 
due  to  his  lack  of  supports  and  his  failure  to  receive  ade- 
quate treatment. 

If  it  can  be  accepted  that  soci oenvi ronmenta 1 stresses 
contribute  in  an  important  manner  to  the  development  of 
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scored  significantly  higher  than  the  comparison  group  of 
mothers  Of  full  terms  on  the  Eysenck  heurotlcism  Scale. 

These  retrospective  studies  may  only  be  considered 
suggestive  of  maternal  differences  predating  birth  since 
it  IS  possible  that  the  event  of  a premature  birth  and  the 
extra  concern  that  premature  infants  reguire  may  In  some 
way  affect  maternal  characteristics.  Recently,  however, 

Zax  et  a1 . (1977)  have  provided  methodologically  sounder 
support  for  the  possibility  that  preexisting  maternal 
psychological  Impairment  may  increase  the  likelihood  of 
premature  delivery,  in  a prospective  study  they  demon- 
strated markedly  higher  rates  of  prematurity  among  both 
chronically  depressed  and  chronically  schizophrenic  women 
than  among  normal  controls. 

A social  stress  analysis  of  these  findings  may  then 
serve  to  reconcile  differences  found  between  social  classes 
with  differences  found  between  groups  within  the  same  class. 
Just  as  stresses  are  not  uniformly  distributed  among  the 
various  strata  of  society,  so  are  they  not  uniformly  dis- 
tributed within  any  one  particular  class.  Mentioned  earlier 
were  strong  relationships  between  prematurity  and  prenatal 
care.  Illegitimacy,  maternal  age,  nutrition  during  pregnancy, 
smoking  and  drug  use.  These  appear  to  hold  even  within 
higher  social  classes  (Reed  & Stanley.  1977;  Miller  et  al.. 
I97S).  This  would  Imply  that  there  are  similar  mediating 
factors  at  all  social  levels  and  would  make  stressful  events 
and  conditions  likely  candidates.  Merely  controlling  for 


s are  likely  to  p 


family 


s;::rr. 


such  factors  as  persona!  assets,  inarltal  stability,  extended 
family  and  friend  relations  and  attitudes  toward  pregnancy. 
Specifically,  women  with  few  psychosocial  assets  who  were 
subjected  to  numerous  life  changes  manifested  over  90S  com- 
plications as  compared  with  the  33S  incidence  rate  of  com- 
plications of  women  with  high  life  change  scores  but  who  had 
many  psychosocial  resources. 

Psychosocial  factors  accompanying  and  contributory  to 
prematurity  then  are  often  not  short-term  events  likely  to 
dissipate  guickiy,  but,  rather,  are  enduring  aspects  of  the 
social  ecology  of  the  family,  The  arrival  of  a premature 
baby,  with  the  accompanying  frailty  and  special  care  reguired 
may  actually  serve  to  exacerbate  the  effects  of  those  factors 
and  this  will  inevitably  make  for  largely  negative  conse- 
quences for  the  development  of  both  the  individuals  and 
family  relations. 

Relating  maternal  psychological  functioning  to  style 
of  interaction  with  the  infant,  Wortis  et  al.  (1963)  reported 
very  few  mothers  of  2ij-year-o1d  preterm  children  to  use 
praise  in  their  daily  interactions.  The  authors  emphasised 
that  there  was  also  very  little  maternal  warmth  directed 
toward  the  children  as  compared  to  a contrast  group  of  full- 
term  fami lies. 

Negligan  et  al.  (1976)  sent  health  visitors  to  visit  the 
homes  of  both  preterm  and  matched  full-term  6-year-old  child- 
ren. Their  derived  evaluations  of  home  environment  revealed 
that  premature  children  were  read  to  less  often  and  were 
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much  more  likely  to  receive  poor  care  from  their  parents 
than  were  the  social  class-matched  comparison  children.  In 
summary,  these  investigators  concluded  that  mothers  of  pre- 
mature infants  (as  a group  found  to  he  more  neurotic  than 
fu11-term  control  mothers)  were  more  rejecting  but  less 
oriented  toward  discipline  than  mothers  of  controls.  This 
combination  of  rejection  and  permissiveness  would  appear 
particularly  detrimental  in  light  of  the  importance  of  the 
parent's  function  as  guide  for  the  development  of  early  com- 
petence skills  (Ainsworth  i 8e11,  1974). 

Additionally  of  interest  is  evidence  which  shows  those 
psychological  and  social  stresses  covarying  with  both  pre- 
maturity and  social  class  to  have  their  own  effects  upon 
child  development.  Illegitimacy,  strongly  related  to  both 
lower-class  status  and  prematurity,  is  associated  with  later 
behavioral  and  learning  difficulties  in  children  (Crellin, 
1971).  Infants  delivered  by  very  young  mothers,  also  a very 

reported  to  have  a high  incidence  of  developmental  problems 
during  childhood  (Osofsky  & Kendall,  1973)  and  are  less 
likely  than  others  to  receive  adequate  maternal  nurturance 
(Oppel  t Royston,  1971),  Furthermore,  Rutter  i Quinton 
(1977)  found  that  maternal  psychological  disorder  and  mar- 
ital discord  each  were  highly  associated  with  school  age 
psychological  disturbance. 

Copans  (1974)  has  suggested  that  there  is  a paucity  of 
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and  the  accompanying  difficulties  in  adapting  to  the 
maternal  role  (Cohler  et  al . . 1975b) . lower-class  mothers , 
especially  the  most  disadvantaged  among  them,  are  likely 
to  be  faced  by  an  unbearable  situation  from  which  there 
is  no  exit.  The  child  abuse  and  neglect  literature  docu- 
ments the  dire  extremity  of  the  situation  for  some.  The 
picture  emerges  of  a poor,  socially  disadvantaged,  isolated 
family  burdened  by  the  stresses  of  early  pregnancy,  living 
in  difficult  conditions  with  problems  of  housing,  shortage 
of  money,  strained  i nterpa renta 1 and  parent-child  relation- 
ships. alcoholism  and  parental  history  of  a disruptive  child- 
hood (Sills  et  al.,  1977i  Gil.  1971). 

A leas  severe  impression  may  be  drawn  from  the  social- 
class  studies  of  child-rearing,  one  in  which  the  lower-class 
mother,  in  contrast  to  the  middle-class  one,  is  portrayed 
as  more  restrictive  and  controlling  and  less  in  tune  with 
the  sensitivities  of  her  young  (Sears  et  al.,  1957;  Bayley 
i Schaefer,  1960i  Beckwith,  1971;  Tulkin,  1972).  Tulkin  S 
Cohler  (1973)  have  reported  that  lower-class  mothers  less 
often  reflected  attitudes  of  acceptance  of  the  emotional  com- 
plexities of  child-rearing  and  appreciation  of  the  importance 
of  social  reciprocity,  were  less  knowledgeable  in  the  'appro- 
priate' ways  to  control  aggression  and  felt  less  comfortable 
in  perceiving  and  meeting  their  babies'  needs,  as  compared  to 
the  middle-class  mothers.  Furthermore,  Che  lower-class 
mothers  were  more  likely  to  believe  they  had  little  influence 
over  their  infant's  development. 
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correctly  believe  that  they  lack  control  of  their  own 
destinies,  they  nay  be  unlikely  to  discriminate  between 
those  aspects  of  the  environment  that  provide  useful  infor- 
mation for  subsequent  behavior,  and  may  find  attempts  to 
improve  environmental  conditions  futile  {Rotter,  1966). 

Translated  into  maternal  behavior,  the  overtaxed, 
impoverished  mother  nay  chiefly  view  her  infant  as  one  more 
source  of  stress.  Likely  herself  Co  have  experienced  a dis- 
ruptive childhood  as  well  as  an  inadequate  general  educa- 
tion, she  may  lack  certain  basic  competencies  and  social 
skills  necessary  for  childrearing  (Gunter,  1963;  Uolkind, 
1977).  Furthermore,  she  seems  often  to  believe  that  her 
behavior  has  little  imoact  upon  her  infant's  development 
(Tulkin  S Cohler,  1973).  Because  of  these  factors  and 
because  of  her  own  feelings  of  being  externally  controlled, 
she  nay  fail  Co  develop  differentiated  perceptions  of  her 
infant's  behavioral  style,  abilities  and  communication  sig- 
nals. Since  she  often  cannot  even  meet  her  own  basic  needs, 
she  may  become  inattentive  and  unstinulating  toward  her 
baby.  Consequently,  the  infant  is  not  responded  to  contin- 
gently, and  he  himself  is  likely  to  fail  to  develop  a gen- 
eralized expectancy  of  control  of  the  environment.  Evidence 
partially  supporting  this  hypothesis  is  presented  by  Gordon 
(1969),  who  found  among  poor  families,  that  the  amount  of 
maternal  verbal  interaction  directed  toward  an  infant  was 
positively  related  to  how  much  the  mother  felt  In  control  of 
her  own  destiny.  This  is  further  corroOorated  by  Shipman 
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negative  her  perception  of  infant  temperament  will  bet  and 
the  more  likely  she  Is  to  avoid  interaction, 

Whatever  the  mechanisms  Involved,  the  relatively  strong 
association  of  early  temperament  and  later  development  Is 
noteworthy.  Early  reports  of  Infant,  temperament  have  also 
been  tied  to  the  Issue  of  later  general  psychological 
adaptation.  Carey  et  al.  (1977)  found  Infant  temperament 
profiles  to  be  related  to  Impulsivlty  and  school  adjust* 

These  studies  together  substantiate  the  view  that  the 
most  accurate  predictions  from  Infancy  to  later  development 
are  derived  from  mother>1nfant  social  and  emotional  measures. 
By  teasing  out  the  separate  effects  of  prematurity  and 
familial  social  milieu  upon  early  maternal  and  Infant  soclo- 
emotlonal  variables,  we  may  begin  to  answer  critical  queries 
concerning  continuity  and  discontinuity  of  development: 
why,  for  instance,  the  fate  of  the  poor  appears  to  be  so  well 
sealed  that  their  school  failure  can  be  reasonably  pre- 
dicted from  demographic  information  available  from  birth 
(Ramey  et  a1.,  1978)? 

An  awareness  of  the  factors  contributing  so  irrevoc- 
ably to  early  and  enduring  failure  could  enable  us  to  pre- 
vent a good  deal  of  misery  and  holds  promise  for  blocking  a 
few  of  the  self-perpetuating  mechanisms  of  poverty. 

Purpose  of  the  Study:  Objectives  and  Hypotheses 

The  purpose  of  this  study  was  to  investigate  the  rela- 
tive contributions  of  social  stress 
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status  upon  variations  in  cnother-infant  relationship  and 
infant  development  at  18  months  post-concepti ona 1 age. 

Mothers  of  premature  and  mothers  of  fulT>term  infants  were 
interviewed  concerning  various  possible  sources  of  stress 
in  their  lives  and  also  concerning  their  perception  of  their 
baby's  temperament,  Additionally,  mother-infant  interaction 
periods  were  videotaped  and  later  coded  for  quality  of  inter- 

Hypotheses  of  the  study  included  the  following: 

Hj  There  would  be  more  self-reported  social  stress 
among  families  of  premature  infants  than  among 
matched  families  of  full  terms. 

Hj  Premature  i nfant-mother  interaction  would  not 
be  significantly  different  from  matched  full- 
term  infant-mother  Interaction  in  terms  of 
qualitative  dimensions. 

Social  stress  would  account  for  a larger  per- 
centage of  the  variation  with  respect  to  qual- 
ity of  interaction  than  would  either  birth 
status  or  perinatal  complications. 

Relations  between  social  stress  measures  and 
mother-infant  interaction  for  lower  social  class 
dyads  would  be  similar  to  those  for  the  group  as 
a whole.  In  other  words,  similar  patterns  of  corre- 
lations would  obtain  for  both  lower-class  dyads 
and  the  entire  group. 
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Stress  ty  prematurity  interaction  effects  would 
be  obtained  for  criterion  measures,  sucn  tnat 
high-stress  premature  dyads  would  be  most 
impaired  in  quality  of  mother-infant  relations. 


CHAPTER  2 


METHODS 

Subjects 

Subjects  in  this  stud;  were  66  infants  and  their 
mothers.  Groups  were  comprised  of  36  Index  and  30  com- 
parison 1 nfant-mother  dyads,  with  an  approximately  equal 
number  of  male  and  female  infants.  The  Index  group  of 
Infants  was  chosen  from  those  premature  infants  referred 
to  the  Intensive  Care  Unit  at  W.  A.  Shands  Teaching  Hos- 
pital, Gainesville,  Florida,  who  were  horn  below  37  weeks 
gestational  age  with  birthwelghts  of  250D  grams  or  less. 
Comparison  Infants  were  selected  from  those  healthy  full- 
term  Infants  with  birthweights  greater  than  2500  grams  who 
were  born  In  the  same  hospital.  Ho  Infants  were  included 
in  the  study  if  th^  manifested  any  obvious  congenital 
abnormalities  or  serious  physical  handicaps.  Groups  were 
equated  as  much  as  possible  on  mother's  age.  race,  socio- 
economic and  marital  status  and  parity.  All  Infants  were 
examined  at  as  close  to  16  months  post-conceptional  age 
as  possible,  Table  1 gives  means  and  frequencies  of  each 
group  for  several  demographic  and  b1 rth-re 1 a ted  variables. 
Materials  and  Procedure 

The  protocol  of  the  study  included  the  following: 
Hritten  informed  consent  was  obtained  from  each  comparison 


Table 


Age  of  Irifant  {X  days ) 
Hale 
Female 


Black  17 

Race 

White  19 

Gestational  age  at 

Birth  (X  weeks)  32.83 

Mother’s  Age  (f  years)  22.72 

Birth  Order  (K)  1.77 

Birthweight  (f  grams)  1753.89 

Length  of  Stay  In  Hosp.  27.32 
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2.70  39.5 
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4.00 


63  3.50 


11.27  5.20  3.70 
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group  mother  participating  in  the  study  with  her  baby.  This 
was  not  necessary  with  the  Indei  group  since  our  procedures 
had  been  Integrated  Into  a comprehensive  medical  and 
developmental  assessment  of  premature  babies  at  Shands  Teach- 
ing Hospital.  A11  mothers  were  given  a brief  explanation 
of  the  rationale  and  procedures  involved.  Specifically 
they  were  told  that  we  were  interested  In  studying  the  devel- 
opment of  both  premature  and  full-term  Infants  and  how  such 
development  related  to  the  special  needs,  concerns  and 
stresses  of  families  of  young  infants.  He  requested  that 
we  be  able  to  videotape  mother-infant  interaction  in  a 
playful  situation  and  assess  the  baby's  development  using  the 
Bayley  Scale  of  Development  (Bayley,  1969)  and  information 
obtained  from  medical  records,  We  further  asked  mothers  to 
answer  a number  of  questions  concerning  both  family  stresses 
and  temperamental  characteristics  of  the  infant,  An  assurance 
was  given  that  a11  information  obtained  would  be  held  in 
strictest  confidence,  and  that  its  sole  use  was  to  further 
our  understanding  of  the  special  needs,  concerns  and  prob- 
lems of  families  of  premature  and  full-term  infants, 

All  Infant-mother  dyads  were  first  videotaped  inter- 
acting in  free-play  situations  In  a quiet  well-lit  confer- 
ence room  In  the  hospital.  The  videocamera  and  recorder 
were  located  In  plain  view  approximately  15  to  20  feet  from 
the  pair.  The  play  period  commenced  on  a foam  mat,  6 feet 
by  6 feet,  which  was  put  on  the  floor  toward  one  end  of 
the  room.  Several  nonsex-typed  toys  were  placed  in  the 
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the  mat  with  her  Infant  and  try  to  get  her  baby  to  react  to 
both  her  and  the  toys  in  a playful  manner,  four  minutes 
of  this  Interaction  were  videotaped. 

Following  the  social  development  procedures,  a 
trained  Bayley  Scale  tester  entered  and  administered  both 
mental  and  motor  scales.  The  administration  of  the  Bayley 
took  approximately  20  minutest 

Social  stress  interview.  Each  mother  was  then  given  a 
structured  interview  (modification  of  Kotelchuck.  personal 
communication)  designed  to  evaluate  a number  of  social 
stresses  and  avaiUble  supports  in  the  lives  of  the  fami- 
lies. Specifically  this  interview  attempted  to  assess 
such  features  as  household  density  and  Quality  of  living 
accomodations,  educational  level,  family  intrapsychic  and 
economic  stability,  social  isolation,  recent  disturbing 
deaths,  illness,  parental  childhood  history,  and  general 
attitudes  toward  the  present  living  situation.  Also  a 
questionnaire  was  verbally  given  to  the  mother  which  assessed 
basic  attitudes  toward  the  infant  (modification  of  Family 
Development  Questionnaire  developed  by  ResnIck  i ResnIck, 
personal  communication.}.  Both  interview  and  questionnaire 
required  about  30  to  45  minutes  to  administer.  Both  sched- 
ules were  designed  to  give  numerical  scores  to  every  item 
obtained  with  a minimum  of  subjective  evaluations.  Weighted 
scores  of  various  items  were  mechanically  combined  to  yield 
overall  scores  for  six  a priori  dimensions  of  social  stress: 
*Bayley  data  were  not  included  in  the  present  study. 


material  resources  (HR),  quality  of  love-partner  relation 
(LPfl],  degree  of  social  support  (SS),  stressful  life  events 
(SLE),  maternal  psychological  functioning  (MPF)  and  adver- 
sity of  maternal  childhood  history  (HCK).  A high  score  on 
any  measure  indicated  a more  negative  situation.  See 
Appendices  A to  C for  details. 

Perception  of  tenoerament  scale.  Finally  mothers 
were  verbally  administered  Che  Pedersen  Parental  Perception 
of  Infant  Temperament  Scale  (PPITS)  (Pedersen.  1976).  This 
instrument  attempts  to  evaluate  how  parents  view  their  infant 
along  nine  dimensions  of  temperament  (i.e.  regularity,  inten- 
sity. threshold  of  reactivity,  activity  level,  persistence, 
mood,  approach-withdrawal,  dis tractibi 1 1 ty  and  adaptability). 
Administered  as  a card  sort  with  six  cards  per  dimension, 
mothers  were  requested  to  place  cards  with  various  descrip- 
tive statements  of  baby  behavior  in  one  of  four  mutually 
exclusive  categories:  1)  very  much  like  my  baby,  Z)  some- 
times like  my  baby,  3]  not  at  ail  like  my  baby,  and  4)  have 
no  experience  with  item.  An  example  is  "My  baby  always 
fusses  when  he  wakes  up  from  a nap."  Since  items  for  each 
dimension  were  scattered  throughout  the  deck  and  several 
dimensions  of  the  scale  included  mutually  contradictory 
items  (e.g.  "Hy  baby  is  always  happy  when  he  wakes  up  from 
a nap"  versus  the  statement  above),  it  was  possible  to  eval- 
uate not  only  those  characteri.sti cs  a parent  views  as  typical 
of  her  baby,  but  also  the  degree  of  articulation  and  differ- 
entiation of  parental  perception  of  Infant  temperament- 


Scores  for  all  temperament  dimensions  ranged  from  0 to  10. 

A higher  score  on  any  one  dimension  indicated,  for  example, 
a more  approaching  nature,  greater  adapti b i 1 ity , higher 
activity  level,  more  positive  mood  or  higher  degree  of 
differentiation  of  perception.  The  administration  of  this 
scale  reguired  about  15  minutes.  Every  item  was  carefully 
gone  over  with  each  mother  in  order  to  make  certain  that 
she  fully  understood  its  meaning. 

After  giving  this  scale,  the  interview  and  the  question* 
naire,  the  session  was  concluded  and  the  mother  was  grate- 
fully thanked  for  her  and  her  infant's  participation. 

Perinatal  medical  risk  assessment.  Perinatal  and 
obstetrical  complications  have  been  frequently  reported  for 
preterm  infants.  A modified  version  of  the  Obstetrics  and 
Perinatal  Complications  Scale  iOPRS]  designed  by  Cohler  et  al. 
(197Sa)  was  used  for  this  assessment.  This  scale  consists 
of  weighted  scores  for  a number  of  events  considered  to  be 
potentially  hazardous  to  the  infant,  including  pregnancy 
events  such  as  infection,  bleeding,  hypertension,  toxemia  and 
diabetes,  birth  events  including  gestational  age,  birth 
measurements  and  Apgar  scores  and  early  postnatal  events 
such  as  respiratory  distress,  hyperbi 1 1 rubemi a and  patent 
ductus  arteriosis.  The  data  for  this  index  were  obtained 
from  the  obstetric  history  and  delivery  record  appearing  in 
the  mother's  hospital  chart.  A high  score  on  this  scale 
reflected  more  serious  and/or  a higher  number  of  complied- 


Infant  and  mother  bertaviors.  The  Interaction  episode 
was  recorded  from  videotapes  by  trained  observers  unaware  of 
the  group  membership  of  the  subjects  and  without  information 
concerning  hypotheses.  The  behaviors  observed  were  derived 
from  Beckwith  eC  a1.  (197B]  and  consisted  of  three  major 
categories:  maternal  behaviors,  child  behaviors  and  recip- 
rocal interactions  involving  both  the  child  and  mother. 
Behaviors  were  time  sampled  every  consecutive  1B  seconds 
using  a checklist.  Haternal  behaviors  included  positive 
verbalizations,  verbal  criticisms,  nonverbal  bids,  repeti- 
tive nonverbal  bids,  staccato  bursts,  affectionate  touch 
and  interfering  touch.  There  were  three  infant  behaviors: 
nondistress  vocalization,  smiles  at  mother  and  exploration. 
Reciprocal  behaviors  were  composed  of  contingent  verbaliza- 
tion to  infant  vocalizations,  maternal  contingent  positive 
responding,  maternal  contingent  negative  responding,  baby 
contingent  positive  responding,  baby  contingent  negative 
responding,  face  to  face  orientation  and  mutual  gaze.  In 
addition  to  the  individual  behavioral  variables,  three 
summary  measures  were  computed;  maternal  positive  regard, 
maternal  negative  regard,  and  proportion  of  mutual  positive 
attentiveness.  Definitions  for  each  behavior  are  contained 
In  .Appendix  D. 

Interobserver  agreement.  Interobserver  agreement  was 
assessed  on  the  basis  of  IS  cases  spread  out  over  the 
entire  period  of  coding  of  subjects,  Agreement  was  deter- 
mined by  the  percentage  of  agreement  for  each  behavior  per 


CHAPTER  3 


RESULTS 

The  primary  purpose  of  this  dissertation  research  was 
to  explore  the  relative  contributions  prematurity  and  social 
stress  Indices  garner  for  prediction  of  quality  of  the 
mother-i nfant  relation  and  early  child  development.  To 
approach  ascertainment  of  these  rather  global  relational 
characteristics,  we  have  chosen  empirically  to  examine 
associations  between  both  social  stress  and  prematurity- 
related  risk  factors,  on  the  one  hand,  and  mother-infant 
interactional  variables  and  maternal  perception  of  infant 
temperament,  on  the  other,  The  prematurity  dimension  was 
quantified  d i chotomously  for  analyses  of  variance  (i.e. 
preterm  vs.  full  term]  and  on  a continuous  range  of  prematur- 
ity-related obstetrical  and  perinatal  risk  factor  scores 
(OPRS)  for  correlational  and  multiple  regression  analyses. 

Both  sample  size  and  type  of  analysis  varied  according 
to  hypothesis  tested.  For  analyses  of  differences  between 
preterm  (PT)  and  full  term  (FT)  groups  with  regard  to  mother- 
infant  interaction,  perception  of  temperament  and  social 
stress  items,  subgroups  in  each  diagnostic  category  were 
selected  in  order  to  control  for  SES.  race,  parity,  infant 
age,  maternal  aga  and  education,  and  sex  of  child.  For  this 
set  of  analyses  total  sample  size  was  50.  Table  Z lists 


Table  2 


Means  and  Frequencies  of  Demographic  and 
Birth  Data  for  Equated  Subgroups 
(n-50> 


Preterm 

No.  of  Ss  27 

Age  of  Infant  (X  days]  196.89 

Gestational  Age  at 

Birth  (X  weeks)  33.26 

Birthweight  (X  grams)  1831.85 

Length  of  Stay  in 

Hospital  (X  days)  25.96 

Obstetrical  and  Peri- 
natal Risk  Score  (X)  11.59 

Male  14 

Sex 

Female  13 

Black  11 

Race 

Hhite  16 

Mother's  Age  (T  years)  23.07 

8i rthorder  (X ) 1.52 

Hollingshead  Social 

Class  Position  (X)  3.93 


SO  Full  term 

23 

24.19  189. S2 

2.74  39.20 

492.94  3221.30 

16.06  3.S6 

4.91  4.39 

12 

13 

5.53  22.57 

.79  1.77 

.68  3.87 
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means  and  frequencies  of  several  demographic  variables  for 
each  subgroup.  In  order  to  establish  whether  lower-class 
mother-infant  interaction  demonstrated  similar  patterns  of 
correlation  to  those  across  social  classes  only  dyads  at 
Hoilingshead  social  class  levels  4 and  5 were  examined 
{n=39).  For  the  remainder  of  the  analyses  the  entire 

Social  Stress  and  Prematurity 

intercorrelations  between  the  various  social  stress 
measures  are  presented  in  Table  3.  Adequacy  of  material 
resources  was  directly  related  to  almost  all  other  stress 
items.  The  fewer  material  resources  available  the  more  likely 
was  the  mother  to  report  impaired  love-partner  relations 
and  psychological  functioning,  adverse  childhood  experiences, 
a higher  frequency  of  discrete  stressful  situations,  and 
inadeouate  social  supports.  Host  of  these  and  other  signif- 
icant intercorrelations  were  moderate,  accounting  for  typ- 
ically between  5 and  lOX  of  shared  variance.  However, 
maternal  psychological  functioning  yielded  two  more  powerful 
associations,  that  with  love-partner  harmony  (r=.Sl,  pf.OOl) 
and  social  supports  (r=.40,  pf.OOl). 

To  test  the  hypothesis  that  there  would  be  more  social 
stress  among  families  of  premature  infants  than  among  fam- 
ilies of  full-term  babies, t-tests  were  performed  comparing 
the  matched  subgroups  of  the  two  diagnostic  categories. 

Means  are  presented  in  Table  4.  One-tailed  t-tests  demon- 
strated significant  differences  between  groups  on  scores 


Table 


Social  Stress  Items 


Material  Resources 
Love-Partner  Relations** 
Social  Support 
Stressful  Events 

Maternal  Psychological 
Functioning* * 

Maternal  CiiilOhaod 
History 


ns  for  Equated  Subgroups 
Preterm  Fullterm 

(n*27)  (n-23) 

r SD  T SO 

23.52  12, « 18.87  15.37 

14.83  IS. 04  5.85  8.28 

12.96  11,15  14.78  12.75 

6.15  5.88  7.87  8.80 


5.78  18.70  16.22  21.85 
4.65  12.77  13.96  12.30 


t-test  one-tailed  significance: 

*p?  .05 

**0S  .02 
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of  love-partner  conflict  (t"2.32,  df“48,  p.’'.02)  and  maternal 
psychological  functioning  (t=1.67,  df=48.  p<.05).  Mothers 
in  the  preterm  group  reported  more  discord  with  their  love, 
partners  (7=14.89  vs.  5.95)  and  more  difficulty  in  psycholog- 
ical functioning  (7=25.76  vs.  16.22).  Subsequent  analyses 
of  individual  interview  items  revealed  that  PT  mothers  were 
more  likely  to  experience  frequent  physically  violent  quarrels 
with  their  mates  (X^=4.92.  df=l,  p?.D3),  were  more  uncom- 
fortable dealing  with  their  mates  in  general  (X=4.83,  df=li 
p;.03),  experienced  more  difficulties  dealing  in  conflicts 
with  their  mate  (X^=5.05,  df=!,  p;.03),  and  disagreed  more 
with  mates  concerning  childrearing  techniques  (X^=7.76,  df“l, 
P5.01)  than  FT  mothers.  Furthermore,  PT  mothers  reported  a 
greater  inability  to  handle  their  moods  than  FT  mothers 
(X^=3.95.  df=l,  ps.05)  and  were  more  likely  to  report  infre- 
quently playing  with  their  infants  (X^=5.13,  df=l,  p;.03). 

In  general,  these  results  give  support  to  the  hypothesis 
tested,  although  it  must  be  remembered  that  the  interview 
took  place  approximately  15  months  postconception,  and  many 
of  these  differences  could  be  Interpreted  as  consequences  of. 
rather  as  influences  upon, premature  delivery.  However, 
the  mothers  did  report  that  onset  of  love-partner  discord 
(in  particular,  violent  arguments)  in  almost  every  case 
predated  the  birth  of  the  child. 

Interaction  and  Behavioral  Variables 

The  null  hypothesis  that  mother- 1 nfant  interaction 
would  not  be  significantly  different  between  PT  and  FT 


se 


sa 


eitner 


factors.  Both  biomedical  rist  variables  v;ere  associated  with 
only  two  Individual  behavioral  items  and  obtained  almost 
zero-order  correlations  with  each  of  the  summary  measures. 

On  the  other  hand,  material  resources,  alone,  produced  some 
very  striking  associations  with  many  individual  behavioral 
items  as  well  as  with  all  the  summary  measures. 

Multiple  regression  analyses  were  subsequently  per- 
formed In  order  to  ferret  out  independent  contributions  of 
the  individual  stress  measures  upon  interaction  and  also 
to  gain  some  estimate  of  the  total  amount  of  variance  for 
which  the  various  predictors  could  account.  A stepwise  pro- 
cedure was  utilized  for  each  interaction  variable  whereby 
the  material  resource  measure  was  entered  first  into  the 
regression  equation  and  then  followed  by  whichever  variable 
next  accounted  for  the  most  significant  proportion  of  behav- 
ioral variance.  Also  stress  by  OPUS  crossproduct  sums  were 
entered  last  in  order  to  determine  whether  interactions 
between  these  variables  played  a significant  role. 

Results  indicated  that  once  material  resources  was 
entered  into  the  regression,  other  social  stress  measures 
and  Interaction  effects  typically  did  not  significantly  add 
to  the  amount  of  explained  variance.  The  only  exception  to 
this  was  maternal  staccato  bursts  where  r^  Increased  from 
.09  to  .15  with  the  addition  of  the  social  support  measure 
{Fj  ^=3.63.  p<.05). 

Behavioral  interaction  variables  with  which  both  social 
stress  and  biomedical  risk  were  significantly  related  were 
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also  submitted  to  regression  analysis  by  entering  the  social 
stress  variable  first.  For  infant  exploration,  maternal 
psychological  functioning  was  forced  Into  the  regression 
first  and  obtained  an  r^  of  .13,  By  then  entering  OPRS 
scores  the  r^  was  Increased  to  .22  (F^  gQ-6.g2,  p^.OS). 
Similarly  regressing  upon  the  mutual  gate  Item,  material 
resources  was  entered  first  and  OPRS  second,  and  the  r^ 
Increased  from  .8  to  .13  ^^'3.88,  05.05). 

What  may  be  concluded  from  this  set  of  analyses  Is 
that  (1)  the  material  resource  measure  used  represented  a 
relatively  good  summary  measure  of  other  poverty-rel ated 
stress  Items  which  correlated  with  It,  and  [2]  the  overall 
amount  of  mother-infant  Interactional  variation  accounted 
for  by  prematurity-related  factors  is  negligible  1n  compar- 
ison to  that . accounted  for  by  more  sod oenvi ronmental  var- 
iables. 

In  order  to  assess  whether  patterns  of  stress  by  inter- 
action correlations  would  be  similar  for  lower-SES  mother- 
infant  dyads  to  those  for  across-SES  level  dyads,  a corre- 
lation matrix  was  constructed  for  all  Hollingshead  class  4 
and  5 subjects  (n>39)  utilizing  the  two  stress  items  which 
turned  out  to  be  most  predictive  for  the  entire  sample 
(Table  6) , 

Upon  comparison  of  the  two  matrices  it  became  apparent 
that  quite  similar  patterns  of  association  did  obtain,  For 
example  the  material  resource  measure  in  each  sample  tended 
to  be  negatively  related  to  maternal  positive  verbalization. 
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table  6 

Correlations  of  Selected  Stress  Iteirs  with  Mother- 1 nfan t 
Interactional  Variables  for  Lower  Class  Subgroup 
{n-39) 

Material  Maternal  Psycho- 

Resource^  logical  Functioning 


Positive  Verbalizations  -.25* 

Criticisms  ,29** 

Contingent  Verbalizations  -.24* 

Repetitive  Nonverbal  Bids  .04 

Interfering  Touch  .31** 

Infant  Exploration  .01 

Pace  to  Face  .13 

Mutual  Gaze  .04 

Maternal  Negative  Regard  .30** 

Maternal  Positive  Regard  -.27** 

Proportion  Positive 

Behaviors  -.30** 


10 

35’** 

21* 

29'* 


.10 


positive  regard 
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with  an  additional  10  coefficients  tending  toward  signifi- 
cance In  every  case  they  supported  the  hypotheses 

tested:  CD  The  more  stressed  the  mother,  the  more  likely 
she  would  be  to  report  negative  and  difficult  temperamental 
qualities  of  her  baby;  (2)  The  more  stressed  the  mother,  the 
less  wel 1 -differentia ted  her  perception  of  her  infant's 
temperament  would  be.  Specifically,  these  correlations 
revealed  that  lack  of  stress  was  positively  associated  with 
reports  of  high  adaptibility  to  new  situations,  biological 
regularity  of  function,  approach  rather  than  withdrawal 
from  new  stimuli,  a predominantly  positive  mood,  a relatively 
high  threshold  of  reactivity,  a low  level  of  intensity  of 
response,  and  a high  level  of  distractibi 1 i ty . Furthermore, 
three  of  the  social  stress  predictors  were  inversely  related 
to  the  differentiation  of  infant  temperament  measure  such 
that  the  more  well-differentiated  perceptions  of  infant  tem- 
perament tended  to  be  expressed  by  the  least  stressed  of 
the  mothers.  It  should  be  noted  that,  as  with  Che  interaction 
variables,  the  material  resource  measure  is  the  best  predictor 
of  the  various  dimensions  of  maternal  perception  of  baby 
temperament,  significantly  relating  to  or  tending  toward  sig- 
nificance with  all  temperament  items. 

The  final  analysis  for  the  temperament  dimensions  was 
a multiole  regression  again  using  the  stress  variables  and 
OPUS  as  predictors.  The  results  are  presented  in  Table  8. 
Variance  accounted  for  ranged  from  a low  of  6X  with  biologi- 
cal rhythmicity  to  a high  of  331  for  predominant  mood.  As 


Multiple  BeGeesslon  Coefficlentp 
(n=63) 

Act1»1ty  Repulari ty  Adaptlbi 1 1 ty  Approach  Threshold 


-25  .35  .36  .33 


Partner  Re3a- 


Soc1  a 1 
Support 

Stressful 

Situations 

Maternal 

Psychological 

Functioning 

Maternal 

Childhood 

History  --  --  .41  .45 

OPRS 


Material 

Resources 


increments  only  reported  when 


.05 


8,  extended 


Persistence  Pis tracti bi  1 i tv  Differentiation 


.57 

.54 


Criticisms  .14 


Haternsl  Po 


11  -.21* 


0<  .01 


Table  9,  extended 


Thresbold  Intensity  Wood  Persistence  Pis  tract ibi 11 ty  Differentiation 


47*** 


Only  for  two  of 


72 

explained  variancpi  and  for  aach  Item  the  amount  contributed 
was  far  less  than  the  simple  of  the  temperament  dimension 
alone.  Hence  threshold  of  reactivity  (simple  r^=.16) 

Increased  the  t from  .09  to  .18  for  staccato  bursts,  while 
the  additional  contribution  of  mood  score  to  variation  In 
maternal  negative  regard  Increased  the  r^  from  .22  to  .28, 
far  less  than  Its  simple  r^  of  .15.  These  analyses  suggest 
that  It  is  the  level  of  poverty>re 1 ated  stress  that  largely 
Influenced  both  perception  of  temperament  and  mother-infant 
interaction.  Although  perception  of  temperament  did  occasion- 
ally supplement  the  amount  of  explained  variation,  at  least 
with  regard  to  the  present  set  of  variables  its  influence 
would  appear  relatively  Insignificant. 


CHAPTER 


DISCUSSION 

In  summation,  prematurity  was  shown  in  the  present 
study  to  be  negligibly  related  to  mother-infant  interaction 
and  maternal  perception  of  infant  temperament.  The  more 
important  associations  with  these  criterion  measures  were 
gleaned  of  variables  derived  from  our  social  stress  inter- 
view. More  specifically,  factors  related  to  social  stress, 
particularly  a measure  of  adequacy  of  material  resources, 
were  tied  to  almost  every  aspect  of  interaction  and  temper- 
ament. Various  dimensions  of  maternal  perception  of  infant 
temperament  also  correlated  with  Interaction  variables.  How- 
ever, analyses  of  covariance  suggested  that  once  level  of 
material  resources  was  adjusted  for,  the  temperamental 
dimensions  were  either  very  modestly  or  not  at  all  related 
to  the  total  explained  interactional  variation.  Relations 
between  prematurity,  social  stress  and  mother-infant  bonding 
were  somewhat  complicated  by  our  finding  that  preterm 
mothers  reported  higher  levels  of  love-partner  discord  and 
psychological  problems  than  carefully  matched  full-term 
compari sons . 

That  families  of  premature  children  differ  from  their 
matched  full-term  comparisons  with  respect  to  social  stress 
variables  is  not  a unique  finding.  Zax  et  al.  (1977), 
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Ttentloned  earlier,  found  an  increased  Incidence  of  pre- 
maturity  amonp  women  chronically  disturbed  before  pregnancy. 
Also  previously  cited  retrospective  studies  have  provided 
further  support  for  this  relation  (Gunter,  1963;  Schwartz, 
1977;  Negligan  et  al . , 1976). 

Though  causal  inferences  cannot  ultimately  be  deduced 
from  the  present  findings,  certain  key  issues  are  nonethe- 
less brought  to  the  fore.  First,  the  very  association  of 
maternal  psychological  and  interpersonal  problems  with 
prematurity,  whichever  situation  comes  first,  is  likely  to 
place  the  preterm  at  a risk  conditioned  largely  by  socio- 
envi ronmenta 1 forces.  Both  love-partner  discord  and  maternal 
psychological  disorder  have  already  been  related  to  adap- 
tional  failures  among  children  [Rutter  S Quinton,  1977). 
Focussing  upon  either  medical  aspects  of  prematurity  or 
academic  questions  as  to  whether  maternal  disturbance  and 
stress  precedes  or  follows  premature  birth  would  seem  to  be 
begging  the  most  important  issue  which  is  what  can  be  done 
to  best  insure  adequate  child  development. 

Besides,  not  only  are  there  good  Indications  that  stress 
ful  environments  are  likely  to  be  encountered  by  premature 
infants  once  born,  but  we  also  already  possess  evidence  that 
specific  adverse  conditions  are  likely  to  precede  these  child 
ren's  births.  Irrespective  of  social  class,  certain  maternal 
behavioral  practices  during  pregnancy  consistently  have  been 
related  to  low  birth  weight  and  premature  delivery  (Miller 
et  al.,  1978).  Specifically  poor  prenatal  care,  early  or 
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and  maternal  emotisnal  Impajrnent  (Parke  & CoHnier,  1975; 
Hunter  et  al . . 1978),  An  additional  related  finding  of  ours 
Indicated  that  frequent  violent  love-partner  altercations 
were  characteristic  of  certain  preterm  families  but  of 
none  of  the  matched  controls,  and  In  every  case  reported 
this  fighting  had  been  occurring  prior  to  the  birth  of  the 
target  child.  Parental  condonement  of  physical  violence  and 
a gross  level  of  social  stress  have  already  been  Identified 
as  two  of  the  most  Important  conditions  necessary  to  set  the 
stage  for  an  act  of  child  abuse  (Garbarino,  1977).  Our  data 
would  Indicate  then  that  preterm  Infants,  may,  merely  on 
the  basis  of  their  antecedent  and  contemporaneous  dissonant 
environments,  be  at  increased  risk  for  abuse. 

A last  comment  should  be  made  with  regard  to  this  pre- 
maturity-child abuse  association.  Certainly  In  some 
Instances  one  may  easily  conceptualize  the  two  types  of  events 
as  reflecting  a single  phenomenon  occurring  at  different 
stages  of  the  developing  organism's  life  cycle.  A pregnant 
woman  who  Inadequately  nourishes  herself,  obtains  little  or 
no  prenatal  care,  smokes  cigarettes,  excessively  uses  drugs 
and/or  drinks  with  frequency  is  1n  a very  direct  manner 
already  maltreating  her  own  body  and  that  of  the  fetus  grow- 
ing within  her  womb.  It  would  seem  probable  that  such  pre- 
natal abuse  would  covary  with  postnatal  abuse  among  women 
responding  to  economic  and  psychosocial  privation. 

Our  results  suggesting  associations  between  prematurity 
and  two  Indices  of  social  dissonance  make  previous 
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tnterpretetlon  of  developmental  outcome  of  the 
infant  rather  difficult.  Prematurity  in  our  study  was  to 
a moderate  extent  confounded  with  both  love-partner  discord 
and  maternal  psychological  functioning.  To  recognite  that 
such  confounding  of  social  and  physiological  variables  goes 
beyond  the  boundaries  of  our  own  findings,  one  need  merely 
acknowledge  the  existence  of  an  entire  literature  (previously 
cited}  which  indicates  that  various  socioenvironmental 
pressures  predispose  some  women  to  early  labor,  An  attempt 
to  tease  apart  these  intertwined  influences  would  seem 
beyond  the  present  state  of  the  art.  Hence  it  must  be  kept 
In  mind  that  when  we  speak  of  developmental  risks  attendant 
to  prematurity,  we  are  most  likely  inevitably  confounding 
social  factors  with  medical  and  physiological  variables. 

Be  that  as  it  may,  neither  prematurity  or  perinatal 
risk  was  significantly  associated  with  more  than  a few  of 
our  criterion  measures.  In  those  cases  where  a relation 
did  obtain,  social  stress  variables  accounted  for  a greater 
than  equal  share  of  the  variation. 

One  of  our  hypotheses  which  was  not  confirmed  con- 
cerned the  expectation  that  the  mother-infant  relation  would 
be  influenced  by  Interaction  effects  between  stress  factors 
end  obstetric-perinatal  risk.  Tbe  fact  that  such  effects 
were  not  encountered  suggest  to  us  one  of  two  explanations: 
(1)  Previous  studies  (e.g.  Orillien,  1964;  Werner  et  al., 
1967)  demonstrating  social  class  by  prematurity  interaction 
effects  have  largely  utilized  standardized  assessments  of 
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Intellectual  functlenlng  as  dependent  variables.  More  qual- 
itative measures  such  as  those  reflecting  aspects  of  mother- 
infant  relations  may  not  produce  the  same  structure  of 
molding  influences.  Thus,  synergism  of  etiological  factors 
with  one  outcome  measure  may  yield  to  additivity  of  influ- 
ences of  the  same  factors  with  a different  outcome  measure, 
(2)  Previously  cited  interaction  effects  may  have  resulted 
from  the  confounding  of  social  stress  variables  with  pre- 
maturity. Assuming  that  etiologies  of  prematurity  may  range 
from  largely  social  causations  to  purely  physiological  ones, 
and  further  assuming  that  social  etiologies  may  be  propor- 
tionately greater  in  the  lower  social  classes  (cf.  Miller 
et  al,,  1973).  the  class  by  prematurity  interaction  may  be 
wholly  explicable  in  terms  of  social  stress:  Lower-class 
preterm  mothers  would  be  more  stressed  than  either  their 
same-class  full-term  comparisons  or  higher-class  preterm  and 
full-term  groups.  Hence,  what  is  taken  for  some  inherent 
vulnerability  of  the  premature  infant  may  actually  be  the 
increased  adversity  of  environment  of  the  lower-class  pre- 
mature infant.  Since  our  research  model  more  directly  con- 
fronted the  social  stress  issue,  such  confounding  may  have 
been  largely  avoided. 

If  prematurity  and  its  accompanying  complications,  act- 
ing alone,  typically  Co  not  appear  substantially  to  jeopar- 
dize development,  efforts  toward  understanding  adverse 
sequelae  would  seem  largely  misguided  when  aimed  at  funda- 
mentally biomedical  and 


neurophysiological  issues  (e.g. 
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Parne^ee  at  al.*  1976).  Our  data  and  others  (Richardson, 
1976;  Sanieroff  & Chandler,  1976)  have  convincingly  demon* 
strated  that  apparently  physiological  events  are  often 
primed  by  enduring  disadvantageous  sod oenvi ronmental  and 
psychosocial  conditions  which  also  proceed  to  impair  sub- 
sepuent  functioni ng. 

lienee  current  evidence  concerning  prematurity  is  at 
variance  with  contemporary  approaches  for  researching  asso- 
ciated effects.  Our  findings  support  the  idea  that  families 
of  premature  infants  may  be  at  Increased  risk  for  develop- 
ment because  of  the  pronounced  existence  of  soci oenvi ron- 
mental dissonance.  The  general  agreement  among  profession- 
als that  prematurity  be  used  as  an  alerting  signal  for 
intervention  is  not  in  itself  satisfactory.  The  differences 
concerning  how  the  signal  is  interpreted  will  largely  deter- 
mine the  mechanics  of  support  for  the  preterm  child  and 
family.  Unfortunately,  the  most  popular  directions  [e.g. 
Klaus  6 Kennell,  1976;  Parmelee  et  a1.,  1976)  seem  governed 
by  very  limited  hypotheses  often  likely  to  camouflage  the 
actual  structure  of  the  problem,  For  example,  Parmelee's 
cumulative  risk  score  design  evaluates  risk  on  the  basis  of 
14  costly  measures  assessed  from  birth  to  9 months  of  age 
and  includes  such  items  as  obstetrical  complications,  sleep 
polygraphs,  pediatric  exami nati ops , visual  attention  tasks 
and  cognitive  tests.  On  the  basis  of  such  an  assessment, 
intervention  would  almost  necessarily  be  aimed  at  a remedial 
approach  directed  toward  specific  areas  pf  developmental 
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Just  which  stressors  we  should  focus  upon  Is  also 
hinted  at  in  our  findings.  Adequacy  of  material  resources 
was  predictably  related  to  almost  every  criterion  measure. 

That  this  composite  variable  should  have  been  the  most 
powerful  predictor  of  mother-infant  Interaction  and  per- 
ception of  Infant  temperament  is  not  difficult  to  explain. 

It  certainly  represented  the  most  all-encompassing  assess- 
ment of  the  ongoing  life  situation  of  our  subjects,  taking 
into  account  Income  level,  range  of  maternal  role,  housing 
adequacy,  maternal  education  and  size  of  family.  The  fact 
that  maternal  childhood  difficulties  demonstrated  the  few- 
est significant  correlations  with  criteria  measures  implies 
on  the  other  hand,  historical  events  may  be  less  important 
than  contemporaneous  perturbating  influences,  and  indeed 
that  they  may  be  relevant  only  insofar  as  they  relate  to 
these  current  stresses.  Supporting  this  notion,  Frommer  S 
Shea  (1873]  found  that  problems  with  infants  were  more 
related  to  current  marital  difficulties  than  to  childhood 
experiences  among  mothers. 

Results  of  the  present  study  may  help  to  elucidate  par- 
ticular relationships  between  poverty  and  child  development. 
Parrallels  are  once  again  easy  to  draw  to  the  child  abuse 
literature.  In  fact,  in  her  research  Elmer  (1977)  recently 
was  unable  to  document  significant  developmental  differences 
between  abused  and  nonabused  children  reared  in  similarly 
dissonant  social  milieux.  Typically, investigations  have  iden- 
tified poverty,  stress  in  the  current  household,  historical 
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stress  and  lack  of  social  support  to  be  highly  predictive 
of  abuse  (Newburger  et  al.,  1977;  Gelles,  1973).  We  found 
similar  sodoenvlronmental  stressors  to  be  predictive  of 
both  mother-infant  Interaction  and  maternal  perception  of 
Infant  temperament.  These  relations  obtained  for  the  suh- 
sample  of  poor  families  as  well  as  for  the  entire  sample. 

Such  linear  relations  between  poverty-related  stress 
measures  and  mother-infant  relational  items  would  seem  to 
imply  that  perceived  stressors  such  as  interpersonal  con- 
flicts, impaired  emotional  state,  stressful  life  events,  and 
Inadequate  material  and  social  supports  mediate  between 
poverty  and  development  in  some  sort  of  mutually  debilitating 
fashion.  Consequently,  one  may  question  the  notion  that 
class  differences  in  childrearing  studies  are  merely  sub- 
cultural variations  demarcating  different  styles  of  living 
but  not  in  any  direct  manner  relating  to  degree  of  disad- 
vantage (Tulkin,  1972).  Cultural  deprivation,  a term  under 
attack  by  liberal  psychologists  for  some  years  now,  may  be 
just  the  appropriate  expression  to  connote  those  most  dis- 
advantaged families  in  the  bottom  social  strata.  Our  results 
also  suggest  that  class  differences  fouhd  in  previous  child- 
rearing  and  interaction  studies  (e.g.  Tulkin,  1972]  may 
largely  reflect  depressed  scores  of  those  most  stressed  sub- 
jects in  the  lower-class  group  and,  in  fact,  may  not  be 
representative  of  real  subcultural  differences  per  se. 

Indeed  many  of  our  class  4 dyads,  poor  by  middle-class 
standards,  still  obtained  low  stress  scores  and  exhibited 


oatterns  of  interaction  and  reports  of  baby  temperament 
cbaracteri $t1  c of  our  low-stress  middle-dass  families. 

These  relations  may  also  shed  some  light  upon  how 
social  stressors  work  to  distort  meaningful  mother-infant 
communication  and  more  generally  family  development,  inter- 
correlations  between  stress  variables  (Table  3)  indicated 
that  there  was  no  single  strand  of  influences  acting  In 
isolation  to  any  other.  The  fabric  of  family  structure  is 
composed  of  a network  of  Interdependent  Intrapsychic,  social 
and  material  resources,  and  this  may  help  to  explain  Keeler's 
(1966)  conclusion  that  severe  stresses  of  poverty  preclude 
the  possibility  of  a stable  family  organization. 

The  more  stressed  our  mother-baby  dyads,  the  more  their 
interactions  could  be  characterized  as  essentially  nonexplor- 
atory,  discouraging  and  devoid  of  communi ca ti onal  clarity. 

The  more  likely  also  the  mother  was  to  perceive  her  child's 
temperamental  attributes  as  tending  toward  difficulty.  Fur- 
thermore. we  found  that  mothers  would  exhibit  increasingly 
poorly  differentiated  perceptions  of  their  baby's  temperament 
as  their  socioeconomic  conditions  worsened:  In  other  words, 
with  increasing  stress  mothers  would  display  greater  uncer- 
tainty and  inconsistencies  In  characterizing  their  babies  as, 
for  example,  either  withdrawn  or  approaching,  predominant 
jolly  or  Irritable,  regular  or  irregular. 

The  actual  picture  that  emerges  with  regard  to  our 
mother-infant  relational  variables  is  rather  complex.  Tem- 
perament, differentiation  of  perception  of  temperament  end 
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perception  of  tenperenient  did  Enaintain  an  effect,  it  was 
noticeably  reduced  froT  its  simple  r^.  What  these  earlier 
studies  inferred  as  temperament  appears  to  have  been 
9rossly  confounded  with  parental  environmental  and  attitud- 
inal  characteristics.  It  appears  to  have  been  the  level 
of  material  resources,  covarying  with  temperament  perception, 
that  really  was  reponsible  for  the  associations  with  mother- 
infant  interaction.  Consequently  previous  inferences  con- 
cerning the  effects  of  temperament  upon  parent-child  rela- 
tions seem  largely  unfounded. 

In  a more  general  sense,  these  findings  address  the 
issue  concerning  the  magnitude  of  behavioral  effects  the 
child  typically  exerts  upon  his  parents.  In  fact  the  present 
study  probably  serves  as  a rather  good  test  for  the  demon- 
stration of  specific  effects  the  infant  may  have  upon  its 
caregiver.  The  premature  infant  has  been  distinguished 
from  the  full-term  baby  on  the  basis  of  his  aversive  cry 
and  unpleasant  appearance,  and  these  characters  have  been 
suggested  to  predispose  him  to  relational  difficulties 
with  his  parents  (Frodi  et  al.,  1978).  Our  findings,  how- 
ever, do  not  in  any  sense  substantiate  this  theory  or  any 
other  which  suggests  that  the  preterm  baby  typically  exerts 
powerful  effects  upon  his  mother's  behavior.  Only  one 
behavior  related  to  the  mother--mutual  gaze--differentiated 
premature  from  fu11-term  groups.  The  composite  measures 
of  positive  and  negative  interactional  behaviors,  as  well 
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the  overall  proportion  of  mutual  positive  attentiveness. 
Oernonstrated  almost  zero-order  correlations  with  prematurity 
and  complication  scores  while  being  strongly  related  to 
measures  of  poverty-related  stress. 

Our  results  are  especially  interesting  since  analysis 
of  the  relation  of  macrolevel  social  environmental  processes 
to  the  microlevel  mother-infant  bond  revealed  important 
Influences  which  would  otherwise  have  been  completely  con- 
cealed had  the  mother-infant  dyad  been  studied  as  an  iso- 
lated unit.  Though  effects  due  to  prematurity  would  still 
have  been  negligible,  variations  in  maternal  perceptions  of 
temperament  might  well  have  been  viewed  as  real  temperamen- 
tal differences  playing  a very  significant  role  in  influencing 
various  qualitative  dimensions  of  the  mother- i nfant  relation. 
This  underlines  the  importance  of  studying  families  as  sys- 
tems embedded  in  several  hierarchical  layers  of  scciopolit- 
ical  contexts. 

Our  choice  of  hypotheses  and  measures  was  guided  by  the 
notion  that  women  under  a combination  of  severe  psychosocial 
and  economic  stress  would  be  overwhelmed  by  external  stimuli. 
Consequently  they  would  feel  helpless  and  anxious,  justi- 
fiably believing  that  their  lives  were  controlled  by  power- 
ful sources  external  to  them  (Barney  S Campbell,  1976). 

This  combination  of  anxiety  and  lack  of  control  would,  in 
turn,  yield  a sense  of  depression,  rejection,  negativity, 
frustration  and  a general  feeling  of  impotence  with  regard 
to  effecting  changes  in  their  own  lives  or  their  children's. 


Sarason,  Mill  t Zlmbarclo  (1965)  found  a strong  association 
between  anxiety  and  the  incapacity  to  learn  and  meaning- 
fully incorporate  new  information.  Me  believed  that  the 
developing  communication  signals  of  the  infant  represented 
^ust  such  new  units  of  information  which  the  chronically 
stressed  mother  would  be  unable  to  decode  or  incorporate. 

We  indeed  found  that  severely  disadvantaged  mothers  did  not 
pick  up  on  their  Infant's  cues  (maternal  positive  regard), 
were  intrusive  and  ofttimes  overwhelming  and  disorganized 
in  their  own  attempts  to  gain  baby's  attention  (interfer- 
ing touch  and  staccato  bursts)  and  seemed  to  have  a rela- 
tively poorly  differentiated  view  of  what  their  babies  were 
like.  Additionally  these  mothers  were  more  likely  to  be 
critical  and  negative  with  their  infants  than  less  stressed 

What  we  did  not  expect  so  dramatically  to  find  was  a 
re1at1on--al ready  at  6 months  of  age--betwaen  infant 
avoidant  responses,  and  quality  of  socioeconomic  environment. 
Perhaps  even  more  impressive  than  the  statistical  association 
was  the  frequently  encountered  stereotyped  nature  of  the 
actual  behavioral  act:  A mother  would  make  a bid  for  inter- 
action to  which  the  infant  responded  by  a quick  glance 
followed  by  his  literally  turning  his  back  upon  her.  Such 
a dorsal  orientation  obviously  and  abruptly  cut  off  further 
social  exchange.  Indeed  the  significant  level  of  mother- 
infant  avoidance  and  negativity  demonstrated  for  more 
stressed  dyads  may  well  in  and  of  itself  pose  significant 


developmental  problems:  Botti  perception  of  difficult 


baby  temperament  and  lack  of  a responsive  social  environment 
durinp  infancy  have  been  associated  with  deficits  in  later 
adaptive  functioning  (Elardo  et  al.,  1B7S;  Sameroff.  1978). 

Our  findings  suggest  that  soc i oenvi ronmental  stresses, 
covarying  with  temperanient  perception  and  mutual  social 
responsi Vi ty . largely  serve  as  barriers  to  an  Infants' 
sense  of  developing  competence.  Without  a positive  atmos- 
phere of  contingent  and  appropriate  social  responsiveness, 
the  seeds  may  already  be  planted  for  the  infant's  own  emerg- 
ing sense  of  powerlessness  in  the  world,  his  early  efforts 
to  acquire  mastery  answered  by  feelings  of  ineffectiveness. 
Smith  (19BB)  has  proposed  that  self-perception  of  competence 
is  related  to  productive  engagement  with  the  environment. 
Being  an  effective  person  within  society,  he  writes,  gives 
one  hope  and  the  feeling  of  an  ability  to  set  goals  for 
oneself.  Severe  stresses  of  poverty  appear  to  preclude 
devlopioent  of  this  sense  of  competence  for  parent  and  child. 

In  any  study  of  this  nature  certain  methodological 
difficulties  are  likely  to  occur,  and  these,  of  course,  must 
be  mentioned.  Perhaps  the  most  serious  problem  that  we 
encountered  was  an  uncontrollable  self-selection  process 
for  our  preterm  group.  Approximately  one-third  of  those 
PT  families  scheduled  for  medical  and  developmental  eval- 
uation failed  to  show  up  for  their  appointments,  and  it  was 
Impossible  to  ascertain  whether  these  families  differed  in 
any  important  ways  from  those  who  did  make 


themselves  available 
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for  study.  Such  procedural  flaws  of  course  necessarily 
must  temper  the  limits  of  genera  1 1 tabi 1 i ty  concerning  our 
findings.  Equally  convincing  arguments  can  be  made  for 
parents  of  the  absent  group  either  being  justifiably  uncon- 
cerned about  their  infants  or,  on  the  other  hand,  downright 
neglectful  of  them.  However,  since  almost  all  those  failing 
to  attend  lived  far  away  from  their  appointment  and  thus 
would  have  had  to  travel  long  distances  to  come,  it  is  also 
plausible  that  many  parents  might  have  felt  that  their 
local  doctor  or  clinic  was  adequate  to  their  child's  needs. 

aecause  of  the  obvious  constraints  of  dealing  with 
relatively  uncommon  natural  phenomena  such  as  prematurity, 
the  level  of  control  one  can  exert  over  extraneous  variables 
is  frequently  less  than  optimal.  Consequently  several 
characteristics,  e.g,  precise  age  of  infant  and  parity,  were 
not  as  well  controlled  as  we  would  have  liked.  Still  it  is 
noteworthy  that  relations  obtained  between  predictor  and 
criterion  measures  were  often  very  significant  in  spite  of 
these  sources  of  extraneous  variation. 

Something  which  from  the  very  inception  of  investigation 
was  considered  a potentially  quite  threatening  problem  was 
the  nature  of  the  interactional  data  being  collected. 
Kother-infant  interaction  consisted  of  a four-minute  free-play 
period  in  an  unfamiliar,  if  physically  comfortable,  hospital 
setting  in  which  a videocamera  and  cameraman  were  peering 
down  upon  both  baby  and  mother.  Confidence  in  the  paradigm 
was  at  best  sbaky.  Could  anything  be  gelned  from  such 
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observations?  Hero  nother  and  baby  behaving  in  any  way 
typical  of  their  home  interactions?  Could  important  quali- 
tative differences  be  assessed  in  a four-minute  play  period? 

Such  apprehensive  concerns  were  largely  resolved  over 
the  course  of  the  study  on  the  basis  of  both  subjective  and 
objective  considerations.  Dyads  showed  great  variabilities 
of  style  for  one  thing,  and  with  each  viewing,  the  author 
was  left  with  an  increasingly  strong  impression  of  character- 
istic inodes  of  relating  between  infant  and  mother,  Some 
couples  had  very  apparently  long  ago  worked  out  complex  and 
rhythmic  patterns  of  communication,  others  seemed  at  a loss 
for  reading  each  others'  signals,  while  still  others  demon- 
strated a mutually  hostile  and  rejecting  attitude  apparently 
well  embedded  in  the  behavioral  repertoire.  On  a more 
empirical  level  the  interaction  measures  did  relate  to  both 
mothers'  perceptions  of  infant  behavioral  style  as  well  as 
stress  measures,  and  such  systematic  associations  in  the 
hypothesized  directions  would  strongly  suggest  that  the 
behavioral  measures  reflected  various  aspects  of  the  "real" 
world  outside  the  hospital  walls.  In  fact  by  the  time  the 
observational  data  were  recorded,  we  were  greatly  impressed-- 
actually  astPnished--to  find  how  much  one  could  tell  from 

vational  analysis  might  well  be  utilized  in  the  future  for 
certain  diagnostic  procedures. 

Implications  of  the  present  study  are  several  and  wide 
ranging.  First,  our  data  adds  to  the  increasingly  substantial 


accumulations  of  findings  (Saneroff  S Chandler,  1975;  Bron- 
fenbrenner,  1974)  which  indicates  that  study  of  developmen- 
tal processes  in  general,  and  prematurity  1n  particular,  must 
go  beyond  the  level  of  analysis  of  the  isolated  child  or 
family  to  address  the  relations  of  context  to  development. 
Specifloally  with  regard  to  prematurity,  we  must  attempt 
to  elucidate  more  precisely  relations  between  variations 
In  social  milieu,  prematurity  and  their  sequelae.  Is  it 
true,  for  Instance,  that  a social  etiology  of  prematurity 
is  much  more  common  for  the  lower  social  classes  while  a 
more  definitively  physiologic  causation  is  typical  of  the 
upper  classes?  What  does  this  imply  for  the  developing 
family  and  child?  Besides  obvious  physical  trauma,  do  the 
essentially  physiologically  caused  preterm  infants  demon- 
strate as  many  subtle  adverse  sequelae  as  the  premature 
babies  with  a more  social  etiology?  The  present  findings 
lend  themselves  particularly  to  certain  conclusions,  but 
these  are  still  largely  in  the  realm  of  speculation. 

Another  issue  which  must  be  further  investigated,  is 
the  potency  of  effects  the  infant  typically  exerts  upon  his 
parents.  Our  findings  imply  that  there  are  slight  effects, 
but  these  are  insignificant  when  compared  to  the  effects  of 
the  parent  upon  the  infant.  Studies  must  be  designed 
specifically  to  assess  the  relative  power  of  each  upon  the 

Related  to  this  issue  of  infant  effects  upon  caregiver 
is  the  whole  rejuvenated  area  of  early  temperament  and  its 
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consequences.  There  are  several  questions  concerning  this 
literature  which  arise  from  the  present  research:  First, 
our  data  strongly  imply  that  parental  perception  of  temper- 
ament may  often  be  something  very  different  than  actual 
Infant  temperament.  Since  most  previous  temperament  studies 
have  confused  the  two.  study  should  he  initiated  to  see  how 
they  are  related.  Secondly,  we  found  that  the  effects  of  per- 
ception of  temperament  upon  mother-infant  interaction  were 
largely  explicable  in  terms  of  level  of  material  resources. 
These  results  suggest  reinterpretation  of  past  findings  con- 
cerning the  directionality  of  causation  in  relation  to  tem- 
perament and  parent-child  Interaction.  Lastly,  our  results 
somewhat  suggest  that  parental  stress  may  actually  stimulate 
development  of  difficult  temperamental  characteristics. 

This  argument  implies  that  constitutionality  of  temperament 
may  be  largely  a fallacious  assumption,  and  that  temperamental 
style  may  he  significantly  molded  by  both  different  situa- 
tions and  different  people.  Such  questions  also  ought  to  be 
addressed  by  future  research. 
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APPEHDU  A 

MATERNAL  illTERVIEH  SCHEOULE 

1.  Whc  are  the  people  who  live  in  yoor  household? 

What  are  their  ages  and  relationships  to  the  child? 
Name  Age  Relationship 


2.  What  was  the  last  grade  vou  compieted  in  school? 

3.  Are  you  currently  employed? 

(l=no/2*parttime  or  occasional/3=yes) 

4.  (If  employed)  What  do  you  do? 

5.  ' (If  employed)  How  many  hours  a weeh  do  you  wo'li? 

6.  (If  employed)  Kow  long  have  you  wjrked  there? 

7.  (If  unemployed  or  part-time)  Have  you  ever  been  employed 
full  time? 

(l*no/2‘oarttime  or  occasianal/3=yes) 

8.  (If  yes  to  7)  Kow  long  has  It  been  since  your  last 
full  time  job? 

9.  (If  yes  to  7)  What  did  you  do? 

10.  Hhat  Is  your  marital  status? 


{l>s1ngle/2'Separated/3'divorced/4*widowed/5amarr1ed) 
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11.  Have  you  been  married  previously?  How  many  times? 

12.  (If  married  in  10)  Are  you  and  your  husband  living 
together  now? 

(l-no/2-sort  of/3»yes) 

13.  (If  yes  to  12]  How  long  nave  you  been  married? 

14.  (If  yes  to  12)  Is  he  the  child’s  father? 

(l=no/2=yes/3'not  known) 

15.  (If  no  to  12]  How  long  have  you  been  separated? 

16.  Do  you  live  in  an  apartment  or  o house?  If  a house,  do 

( l*apartmeTit/2*hou5e  rented/S^house  owned) 

17.  How  many  rooms  does  it  have?  (Excluding  bathroom) 

18.  How  long  have  you  lived  there? 

19.  (If  18  is  less  than  one  year)  How  many  times  have  you 
moved  in  the  past  year? 

20.  Do  you  have  a telephone? 

(l»no/2"yes) 

21.  Can  you  give  me  a rough  estimate  of  what  your  household's 
monthly  Income  is?  (From  a11  sources,  after  taxes  removed) 

22.  How  many  people  are  supported  on  this  income? 

(l»no/2*5ort  of,  access  to/3=ye5) 

24.-  Would  you  say  it’s  generally  easy  or  difficult  for  you 
26.  to  get  to: 

24)  Shopping 

25)  'Work  (if  working) 

26)  Recreation  places 
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(1"very  di ff  1cu H/2=so'neKhst  d1  Icul t/3=depends 
4'soiiiewhat  sasy/5=v«ry  easy) 

27.  Kow  often  do  you  read  a neHSpaper  a xeek? 

28.  How  lany  relatives  live  around  your  area?  (Adults) 

29.  How  many  of  these  can  you  count  or  in  tines  of  real 

30.  Oo  you  set  together  with  relatives  often?  How  many 
tines  a week? 

(1>Tiever.  no  re1atives/2*rare1y-up  to  once  every  few 
nonths/3°sometines-a  few  tines  a month  to  once  a week/ 
4“0ften-a  few  tines  a week/5*'very  f requently-every 
day) 

31.  Do  you  have  any  good  friends  in  your  neighborhood  or 
nearby  area?  How  many? 

32.  How  many  people  (either  friends  or  relatives)  would  be 
able  to  help  you  in  taking  care  of  your  children  for  a 
couple  of  hours  if  there  was  need? 

33.  Oo  you  belong  to  any  organizations  such  as  social, 
religious,  educational,  or  political  groups?  Which  ones? 


34.  How  often  do  you  get  together  with  these  groups?  (Total 
meetings  per  month) 

--Now  I would  like  to  ask  you  a couple  of  questions  about 

- (The  man  who  lives  with  or  sees  the  mother 

presently.)  (Mother's  male  support) — 

35.  (If  unmarried,  divorced  or  separated)  Are  you  seeing 
someone  regularly  now? 
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(1*no/2»yes) 

36.  (IF  yes  to  35)  How  long  have  you  teen  seeing  this 
person? 

37.  Hhat  was  the  last  grade  he  completed  1n  school? 

38.  Is  he  currently  employed? 

(l>no/Z‘OC cess  tonal ly , part- time/ 3° yes ) 

39.  (If  employed)  Hhat  does  he  do? 

4Q.  (If  employed)  How  many  hours  a week  does  he  work? 

41.  (If  employed)  How  long  has  he  worked  there? 

42.  (If  unemployed  or  part-time)  How  tong  has  It  been 
since  h1s  last  full-time  Job? 

--Now  I would  like  to  ask  you  some  questions  about  your 
chlld-- 

43.  How  many  times  has  the  child  seen  a doctor  for  problems 
of  Illness  In  the  past  year?  (Excluding  Shands  visits) 

4.4.  How  many  other  times  has  the  child  been  hospitalized 
In  the  past  year?  (After  being  taken  home) 

45.  (If  hospitalized)  For  how  long? 

46.  Does  your  child  act  like  other  boys/girls  his/her  own 
age?  If  not.  does  this  bother  you? 

(l*yeS|  no  prob1ems/2»m1nDr/3vser1ous ) 

47.  Does  your  child  ever  purposely  make  you  angry? 

43.  In  general,  what  age  do  you  like  children  better.  Infants 
under  2 or  toddlers  In  the  2 to  4 age  range? 

(l-11ke  Infants  more/2*11ke  both  equally  well/3=  like 
toddlers  more) 


no 

49.  Code  if  dislike  meotioned. 

(1anot  nenti ooed/2='dts  1 i ke  infants/3=dis1ike  both 
4°dis1ike  toddlers] 

50.  Does  anyone  other  than  yourself  regularly  care  for  your 
child? 

(1*no/?«ye5,  in  ininor  way/3*ye5  in  najor  vay) 

51.  {If  yes  to  50)  Mho  cares  for  the  child? 

(I^husband.  male  figijre/2»separated  biological 

father/3*grandpareht,  great  aunt  or  unc1e/4-aunt  or 
uncle/5-other  rel  ative/6*friend  , iie1ghbor/7-dayeare/ 
a-sibl1ng/9-other) 

52.  (If  yes  to  50}  How  many  hours  per  week  does  this  person 
care  for  your  child? 

53.  In  general,  do  you  and  your  love  partner  usually  agree 
about  how  to  discipline  your  child? 

(l»no/2=sort  of/3=no  husband/4»yes) 

54.  How  often  do  you  play  with  or  sing  to  your  child, 
(l«never/2»once  a week/3-few  times  per  week/4*alri05t 

or  every  day) 

55.  How  attractive  do  you  feel  your  baby  is? 

56.  In  general,  were  you  happy  or  unhappy  about  your  pregnancy 
with  (child's  name)? 

(lavery  unnappy/2«soniewhat  unhappy/3-neutral/4*soiiiewhat 
happy/5-very  happy) 

57.  How  much  did  your  baby  weight  at  birth? 

(1  lb, >454  gns/1  OX.°2S.4gnis.) 


in 

5S.  Kok  Mould  you  describe  the  relationship  between  you  and 
your  baby  durinp  your  first  two  weeks  home  together? 
(livery  unp  1 easa nt/?^soinewhat  unpleasanty3*neutra1  / 
d^somewhat  pleasant/S^very  pleasant} 

--Now  I would  like  to  ask  you  about  what  it  was  like  for  you 
when  you  were  a child. -- 

59.  Did  you  live  with  both  your  parents  the  whole  time  you 
were  growing  up?  (Until  18)  (t'no/2»yes) 

60.  (If  no  to  59)  Why  not? 

(1°death/2*d1vorce  or  sepa rati on/3°econoii>i c difficulties/ 
4>schoo11ng»  insti tutians/5*a Iways  lived  with  someone 
else/6“n1 1i tary/7-other) 

61. -  Then  with  whom  did  you  live?  (Code  by  appropriate  ages) 

63.  61)  from  0-6 

62)  from  6-11 

63)  from  11-16 

(1“  mother  & father/2*mother  only/3»nother  and  stable 
stepfather/4=nother  6 many  stepfathers/Safather  only 
C^father  i stable  stepmother/7^fa ther  6 many  stepmothers 
8'Stable  other  re1at1ve/9’stab1e  foster  parents/lO^insti- 
tutions/ll'unstable  changing  relatives,  parents/12'' 
unstable  changing  foster  parents/13>unknown) 

64.  How  many  moves  did  you  make  befoie  you  were  18? 

65.  Mould  you  describe  your  childhood  is  happy  or  unhappy? 
(1°very  unhapDy/2>somewhat  unhappy/3*neutra1/4°5omewhat 

happy/5*very  happy) 
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66.-  Old  your  parents  (H/F/other)  ever  spank  you?  Often  or 

68 . occasi one  1 1y? 

( 1 'nev e r/ 2= r a re 1y/3° occasionally/ 4‘often/S*eacess ive , 

69. -  (If  yes  to  66-68)  Did  they  every  hit  you  other  than  on 

71.  your  bottom  or  your  hands?  Often  or  occasionally? 
(1=never/2*rarely/3"OCcasional1y/4=often/5«B*cessive, 

72.  Did  you  feel  the  way  they  disciplined  you  was  appropriate? 
74.  (1*nOi  too  severe/2>no,  too  1enient/3’sart  of,  too  severe 

assort  of,  too  leni ent/5*yes  . appropriate) 

--how  I would  like  to  ask  you  some  questions  about  your 
husband.  (Male  caretaker)  — 

76.  Did  your  love  partner  live  with  both  his  parents  the 
whole  time  he  was  growing  up?  (Until  18) 

(1*no/2*yes/3* unknown) 

76.  (If  no  to  75)  Why  not? 

(1*death/2ud1vorce  or  separation/S^econoaic  difficulties 
Aaschotling,  institution/5=a1ways  lived  with  someone 
elS8/6*mi 1 i tary/7*other/8* unknown) 

77. '  Then  with  whom  did  your  love  partner  live?  (Code  by 
79.  appropriate  age) 

77)  from  0 to  6 years 

78)  from  6 to  1 1 years 

79)  from  11  to  18  years 


113 


(l^raother  & rather/2*B>other  orly/3=iiiotlier  & stable 
stepfathei74“aiother  ( mny  stepfatbers/S'father  only 
6*father  1 stable  steo>iiotber/7°father  t many  sCep- 
mothers/S'stable  other  re1atlves/9=5table  foster  parents 
1 0^1  ns  ti  tutfofls/l  l-unstable  cbang1n9  parents,  I'ela* 
ti ves/ T 2»un5tabl e changing  foster  parents/ll^unkncwn) 

SO.  Does  your  husband  describe  his  childhood  as  happy  or 
unhappy? 

(l=very  unhappy/2-sntiiewhat  unnappy/3‘neutral/4°somewhat 
hapoy/9>«ery  bappy/6>unknoi>n] 

61.-  Did  your  husband  every  say  that  his  parents  (H/F/other] 

83.  spanked  him?  Often  or  occasionally? 
(l*never/2>rare1y/3°occasionally/4=often/S°excessive 

84. -  (If  yes  to  81-83)  Did  they  (H/F/other )ever  hit  him 

88.  other  than  do  his  bottom  or  on  his  hands?  Often  or 

occasionally? 

(l-never/2“rar«ly/3*occaslonally/4» of ten/ 5* excessive , 

--how  I would  like  to  ask  you  soiiie  questions  about  the  prob- 
lems some  people  have  in  their  family  si tuations.-- 

87.  Do  you  or  anyone  else  in  your  household  (excluding  child) 
have  any  particular  medical  or  health  problems?  How 

serious  would  you  say  it  is?  Hhat  is  1t? 

(Iwno/Zaininor/Jsgiodera  te/4*severe) 
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88.  Is  there  anyone  in  your  household  that  has  a drinking 
or  drug  prohlen?  If  yes.  does  this  create  problems 
for  you  In  the  home? 

(l‘n/2=ni1d/3=moderate/4»severe) 

89.  Has  there  been  a recent  death  among  your  close  family 

or  friends  which  has  been  particularly  stressful  to  you? 
If  yes.  how  much  does  it  upset  you? 

(1*no/2'yes,  mildly  stressfu 1 /3"moderately/4*«ery 
stressful )' 

90.  (If  In  a relationship)  Does  your  present  relationship 
provide  you  with  enough  or  not  enough  of  the  emotional 
support  you  want? 

( l*enough/2-SDmet1mes I sort  of/3*noC  enough/S^not  at  all) 

91.  (If  not  in  a relationship)  Is  there  anyone  who  provides 
you  with  emotional  support? 

(l*no/2'Sort  of/3»yes) 

92.  Do  you  and  your  love  partner  ever  disagree  violently  with 
each  other?  How  often  does  this  occur? 

( 1 *00/2*1 nf requently/3“somet1mcs/4*of ten/5=al 1 the  time) 

93.  If  yes,  does  this  ever  lead  to  hitting  or  throwing  things 
at  each  other?  How  often  does  this  occur? 

(1 *00/2*1 nfrequent1y/3*sometirae5/4*often/S*al1  the  time) 

94.  Do  you  feel  you're  overwhelmed  with  household  tasks 
and  children?  How  often  do  you  fed  this  way? 

( l*never/2*1 nf requ^nt1y/3*somet1mes/4*of ten/8*a1 1 the 
time) 
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95.  How  notiy  tines  a month  do  you  get  away  by  yourself  to 
do  something  you  would  like  to  do? 

96.  Oc  you  think  this  is  enough  time? 

Cl*not  enough/2=enough/3=too  much) 

97.  On  the  whole,  would  you  describe  your  present  living 
situation  as  happy  or  unhappy? 

(livery  unhappy/2°sonewhat  unhagpy/3«neutral/4*somewhat 
happy/5-very  happy) 
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FAMILY  DEVELOPMENT  QUESTIONNAIRE  (FDQ) 

Read  or  listen  to  each  question  and  put  an  X in  the  space 
which  best  describes  how  you  feel. 

How  do  you/would  you  feel... 

Unc onfortable  Comfortable 

Incapable  Cap  ''le 

Itic  ompetent  Competent 


Feeding  your  baby 

Putting  your  baby  to  sleep 

Handling  your  baby  when  s/he 

Picking  up  i putting  down 
your  baby 

Handing  your  baby  to  another 

Diapering  your  baby 
Recognizing  normal  devel- 
opment in  children 
Being  a parent 
Caring  for  a sick  baby 
Becoming  pregnant  again 
Having  sexual  relations 
during  pregnancy 
Providing  child  care 
Managing  your  household 
with  a new  baby 
Letting  other  people  care 


for  your  baby 
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Having  your  love  partner  _ 

care  for  your  baby 
Leaving  your  baby  with  a 

cnild-care  worker  _ 

Talking  with  a pediatrician  _ 

Functioning  on  less  than 

eight  hours  sleep  _ 

Being  alone  with  your  baby 

Taking  care  of  your  own  needs 

since  arrival  of  your  baby  _ 

Handling  additional  family 
enpenses  since  arrival  of 
your  baby 

Recognizing  illness  in 


Knowing  what  to  do  if  your 
child  is  ill 
Handling  yon,  moods 
Dealing  with  your  mate 
Dealing  with  conflicts  between 
you  and  your  mate 
Dealing  wi  th  fatigue 
Talking  to  your  mate 
Communicating  feelings  and 
thoughts  to  your  friends 
Accepting  birth  defect  if  you 


such  a baby 


Being  sick  end  having  to 
take  care  of  yourself 
and  your  baby 
Love  partner’s  ability  as 


APPENDU 

ITEMS  USED  FOR  SOCIAL  STRESS  MEASURES 


I.  Present  living  conflltlons 

A,  Material  circumstances 

1.  Income  (car  capita)  (21/22) 

2.  Housing  adequacy  (17/1) 

3.  Large  family  (3  or  more  children)  (1) 

4.  Educational  achievement  (2) 

5.  Harried  or  not  (10,12) 

B.  Social  relations 

T.  Love  partner  relationship  (Support,  90,  argument, 
92;  parental  agreement,  S3;  violence,  93;  FDQ: 
dealing  with  mate,  29;  husband  as  parent,  24  t 
42) 

2.  Other  social  support  resources  (relatives  who 
can  be  counted  on,  29;  visitation  with  relatives, 
30;  friends  around,  31;  total  number  who  could 
help  out,  32;  Social  groups,  33  A 34;  other  emo- 
tional support.  91;  ease  of  movement,  24-29; 
newspaper  reading,  27) 

3.  Maternal  availability  of  time  (employment,  3; 
substitute  care,  50-52;  time  off  from  family, 

95) 


numbers  indicate  Item  nos.  on  Interview  schedule,  FOQ  Items 
refer  to  Family  Development  Questionnaire 
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C.  Stressful  life  events 

1.  Moves  wltliir  last  year  (19);  recent  divorce 
or  separation  (IS);  health  problems  (B7);  druQ 
problem  (88);  recent  deaths  (89) 

Psychological  components  of  maternal  functioning 

1.  Psychiatric  disturbance  (difficulty  with  moods. 

FDQi  34;  communication  of  feeling  to  friends.  FDQ, 

29;  happiness  In  present  situation.  97;  enough  time 
off.  9fi) 

2.  Maternal  age  < 18  (1) 

3.  Attitudes  toward  child  [acts  age,  40;  makes  her 
purposely  angry,  47;  age  preference.  48-49;  fre- 
guency  of  play  with  baby,  54;  assessment  of  attract- 
iveness, 55;  happiness  with  pregnancy,  56;  relation 
In  last  weeks,  58) 

4.  Feelings  of  competency  In  parenting  role  (FDQ:  feed- 
ing baby,  1;  putting  to  steep,  2;  handling  when 

he  cries,  3:  picking  up.  4;  diapering,  6;  recog- 
nizing normal  development,  7;  being  parent,  8; 
caring  for  sick  baby.  9;  providing  child  care,  12;  being 
alone  with  baby  a11  day,  19;  taking  care  of  own  needs 
since  baby,  20;  handling  additional  expenses  since 
baby,  21;  recognizing  Illness  In  baby,  22;  knowing 
whac  to  do  If  baby  111,  23) 

Maternal  childhood  history 

1.  Broken  home  (before  and  after  11,  69.  61-63] 

2.  Stability  of  family  relations  (61-63) 
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3.  Ko.  moves  before  18  (64) 

4.  Perception  of  ohlldhood  (65) 

5.  Parental  discipline  appropriateness  (72-74) 

6.  Abused  as  cni1d  (72-74) 

7.  Happy  as  child  (75) 


APPENDIX  C 

SCORING  SYSTEM  FOR  SOCIAL  SI 
Material  Resources 
Income;  *$1200  per  capita/year 
1201-1500 
1501-2000 
2001-2500 
Married  (not] 

Houseing  adequacy:  <1  roon/person 
Large  Family;  *3  children 
Educational  Achievement;  *8  grade 
8-9 
10-11 

Unfinished  College 
Love  Partner  Conflict 
-5  pts.  for  each  Item  with  10  pts.  for  physical  violence 
-1  pt.  for  mild  (4) 

-3  pts.  for  moderate  (7) 

-S  pts , for  severe  (10) 

Social  Support  and  Isolation 

- No  friends  and  no  one  who  can  help  out  - 10  pts.  each 
(1  friend;  7 pts.) 

- Other  items  - 5 pts. 


IRESS  MEASURES 


10  pts 
8 pts 
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- No  points  added  for  lack  of  social  organizations  when 
other  supports  at  least  moderately  available 
' Maternal  time  off  * never  w/being  employed:  10  pts;  rarely 
or  never  but  not  employed:  8 pts.;  if  only  careniver  but 
sometimes  goes  out:  S pts. 

Stressful  Life  Events 

> Moves,  divoroes,  physical  illness,  deaths  or  other  discrete 
stressful  situations  since  birth  of  infant  10  pts,  each 
Mother's  Psychological  Functioning 

Psychological  disorder  reported 
< 18  years  age 

Feelings  about  moods,  adeguacy  of 
communication,  happiness,  enough  ti 
Negative  attitudes  to  infant 
Feelings  of  incompetence 
Mother's  Childhood  History 


10  pts . 

10  pts. 


a off  5 pts . each 


8roken  home 

Instability  of  family  relations 
3 or  mere  moves  before  18 
Unahpplness  In  childhood 
Abused  as  chi  Id 

I nappropri ateness  felt  concerning  par- 
ental discipline 


10  pts, 


10  pts. 
10  pts. 


Items  scaled,  similarly  to  Love  Partner  Conflict  for  degree 
of  severity. 


APPENDIX  D 

DEFINITIONS  OF  MOTHER-INFANT  INTERACTIONAL  8EHAVI0RS 

Maternal  Behaviors 

1.  Positive  verbalizations;  All  positive  vocalizations 

verbally. 

zations  which  are  critical  or  hostile  or  derogatory. 

3.  Contingent  verbalization  to  Infant  vocalization:  Mother 
either  imitates  or  responds  vocally  to  nondistress  vocal- 

4.  Nonverbal  bids:  Positive  touch,  help,  facilitate,  provide, 
gesturing  aimed  at  Initiating  or  elaborating  interaction. 
Setting  baby's  attention  in  some  nonverbal  way. 

5.  Repetitive  nonverbal  bids:  Repeating  the  same  or  similar 

a monotonous  guality,  such  as  presenting  different  toys 
one  after  the  other  in  a very  similar  manner, 

6.  Staccato  bursts:  Rapid  bursts  of  maternal  behavior  which 

7.  Affectionate  touch:  Kiss,  pat.  hug.  nuzzle,  etc, 

8.  Interfering  touch;  Mother  touches  baby  to  distract,  inhibit 
ongoing  activity.  Includes  hitting,  moving  object  from 
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Infant  Behaviors 

9.  Vocalization:  Nondistrets  localization. 

10.  Smiles  at  mother:  Not  frouning,.  not  grinacing,  not 
screwing  but  a glimmer  in  his  father's  eyes  he's  return- 
ing to  his  mother. 

11.  Explores:  Curious  visual  or  manual  exploration  of  environ- 

Reciorocal  Behaviors 

12.  Maternal  positive  responding:  Caregiver  responds  to  infant 
positive  bid  or  distress  in  a positive  manner  by  permitting, 
giving,  engaging,  helping,  accepting,  etc.  Ooes  not 
include  (3). 

13.  Maternal  negative  responses;  Ignoring  or  rejecting  baby's 
social  bid  or  ongoing  activity  either  verbally  or  non- 
verbally, Examples:  Not  returning  a toy  that  rolls  away 
from  Infant,  turning  away,  or  stopping  a baby's  Initla- 

14. '  Baby  positive  responding:  Baby  responds  to  mother's  bid 

positively  by  smiling,  reaching,  pointing,  vocalizing,  etc. 

15.  Baby's  negative  responding:  Baby  responds  to  mother's  bid 
by  fussing,  crying,  turning  away,  ignoring,  etc. 

16.  Face-to-face  orientation:  Mother  is  in  a position  facing 

17.  Mutual  gaze;  The  two  faces  are  in  the  same  vertical  and 
horizontal  plane. 

Summary  Measures 

18.  Maternal  positive  regard;  Sum  of  behaviors  1.  3,  7.  12.  17, 
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Hiternal  negative  regard;  Sun  of  behaviors  2,  S.  6,  3, 
and  13. 

Proportion  positive  behavior:  Behaviors  1.  3,  7.  10, 

12.  14,  17  / 1,  3,  7,  10,  12,  14,  17,  2,  5,  6,  S,  13,  IS. 
This  item  includes  all  positive  and  negative  infant  and 
maternal  behaviors. 
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